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Introduction 


A very large amount of work and of attention has been devoted to the subject of 
Child Abuse since 1973. Evidence exists that the number of murdered babies and 
children has since diminished while public knowledge of the subject has patently 
increased. The demands on helping agencies, notably the social service departments, 
have grown also and to a size which threatens the discharging of their other vitally 
important responsibilities. The time seemed ripe, therefore, for another residential 
discussion meeting, to be concerned chiefly with practicalities and the definition of 
areas for improvement in methods, for study and research. 

When the original study group first met in Tunbridge Wells, from which we 
derived the group's title, we were hoping to increase both professional and public 
awareness of the existence and the nature of that type of child abuse which was 
then changing its name from the battering of babies and children to non-accidental 
injury to children (NAIC). The emphasis was properly on the medical and social 
aspects of recognition with reference also to police and legal elements in manage- 
ment. A set of resolutions was agreed which followed and enlarged upon plans then 
being encouraged by the DHSS and the British Paediatric Association and aimed at 
greater co-operation between the various involved professions. 

The members of the study group left Tunbridge Wells feeling inspired and 
hopeful that something of value had been achieved. The publication and circulation 
by the DHSS of our report and resolutions in October 1973 seemed to justify our 
hopes. That the publication of the papers read at the meeting with reports of our 
discussions would provide a useful reference book for professional workers seemed 
à reasonable ambition but publishers could not be found to take the risk. It needs 
to be recorded that the Inquiry into the death of Maria Colwell was what focused 
public and publisher's interests on the subject. Churchill Livingstone decided that 
the risk was a proper one to take and Concerning Child Abuse appeared early in 
1975. The use of the term ‘child abuse’ showed that our concern was wider than 
physical injury. 

In the Introduction to that book the Working Party of the Tunbridge Wells 
Study Group was reported to be ‘engaged in planning a residential meeting for 1975 
when educational and preventive aspects of the subject will be discussed’ (p.viii). 
Through the generosity, once again, of the Medical and Information Unit of the 
Spastics Society and with the active help of its Director, Dr. Ronald MacKeith ably 
assisted by Mrs. Eve Kelly, this meeting has now been held at Moor Park College, 
Farnham, Surrey, October 18 - 21, 1976. Once more the Study Group's gratitude 
must be recorded to the Spastics Society. Dr. MacKeith and Mrs. Kelly. 
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The wisdom of attempting a Sequel to a successful venture is always in doubt. 
In the event, the Farnham meeting generated the same enthusiasm and our hope is 
that this new volume, which attempts to define the present position and which 


two general practitioners, an obstetrician and a probation officer filled some obvi- 


rally on work in progress in 
Oxford under the inspiration of Christopher Ounsted, both in The Park Hospital 


he John Radcliffe Hospital (see Ch. 3 and 4) 


Resolutions of the Tunbridge Wells Study G 
1973. 
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‘Not every participant agrees with every detail and no participant could 

commit the body which he represented or of which he was a member. 

Nevertheless the greatest care has been taken to achieve wording most 

of which satisfies most of those who took part". 

The Tunbridge Wells Study Group on Child Abuse and Neglect, not now 
limited to non-accidental injury, and with some sixty names on its roll will, with 
its Working Party, continue in being and will meet again. Whether amid the torrent 
of books and articles springing from this sad subject the group will publish a third 
volume remains for the future. Meanwhile the group has taken responsibility for 
promoting the Second International Congress on Child Abuse and Neglect to be held 
in London in September 1978. 

Acknowledgements to the Spastics Society, Dr. Ronald MacKeith and Mrs. 
Eve Kelly have already been made. We are grateful to Mr. Powell, Warden of Moor 
Park College and his staff for tending our creature comforts so well during the meet- 
ing. The Editor wishes to express his personal thanks to the members of the Study 
Group for their friendly co-operation and especially to the four DHSS participants 
under whose kindly but exacting eyes most of the really controversial matters have 
passed. His thanks-are due also to his secretary, Mrs. Dorey, and to Miss Carmen 
Rodrigues for typing the manuscript and finally to the publishers, Messrs Churchill 


Livingstone for once more agreeing to publish. 


1. Present pre-occupations 


ALFRED WHITE FRANKLIN 


harm does result. There are degrees of harm Tanging from death or 
leading to permanent handicap, all the way to stunted growth and 


the child have any defences? Some certainly Seem to provoke attack. The contribu- 
tion of the father or of the caretaking consort must not be overlooked, When a 
helping agent intervenes, this too must carry Weiglitinithe assi 
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Screening tests carry another warning. General application to a population 
must await preventive treatment. Merely to predict trouble and then be powerless to 
prevent it can do more harm than good. Many therapeutic measures and systems 
have been described. We need to compare results and to refine decisions about which 
is the preferred method for a given family. Even more pressing, while we await answers 
we need to survey in each area what can be provided and what can not. We must 
ensure also that resources are sufficient for treatment as well as for the comprehensive 
assessment of the results of treatment. 

The system of case conferences and area review committes taxes resources. 
Professional time spent here is taken from other work, so that the system requires 
periodic examination. To this end some method of evaluation is urgently wanted. 
The monitors themselves need monitoring. 

Society's part, played by the courts with contributions from the police, con- 
tinues to be a pre-occupation with all those who work with child abuse. Current 
anxieties and some positive proposals are described in the book and throughout runs 
the plea for education, education of professional workers of every kind, of lawyers, 
of expectant and parturient mothers and not least of the children who will be the 
parents of the future. As to the education of Society itself, the media do their 
routine work, bringing to public notice the dramas and the tragedies. The ‘set-piece’, 
the Public Tribunal of Inquiry, has probably ceased to be useful. It may now be even 
harmful, since it insists on a scapegoat when, by the nature of the problem one 
person alone can never be at fault. The possibility of such an enquiry should things 
go wrong does not help a worker to make wise decisions, but it can warp judgement. 

Two important subjects, which were only mentioned at Farnham, remain for 
future deliberation. Service families are not immune from abusing their children. 
Failure to appreciate the true position and hasty posting abroad, when an investi- 
gation begins, are helpful in the long run neither to the abusing parents nor to the 
children. 

The second subject is that of sexual abuse including incest. 

Fifteen years ago the thalidomide tragedy drew attention to handicapped 
children. Since then we have a better understanding of the needs of all the handi- 
capped and we have translated this understanding into practical methods of help. 
The study of child abuse, by its dramatic focusing of attention on the basic biological 
needs of babies and children in the context of family life, may bring about a much 


needed general improvement in their care. 


PART 1 


Techniques and studies 


2. A child-oriented approach to 
prevention of abuse 


HAROLD MARTIN 


Introduction 


This Study Group has gathered to discuss identification and prevention of abuse and 
neglect of children. The participants in this conference come with different experi- 
ences, priorities, and conceptual frameworks regarding abused children. It is 
expected that there will be some overlap of ideas and views, and just as clearly, there 
Shall be differences in opinion as to where the most important priorities lie. I should 
like to address three components of identification and prevention, all of which may 
well be elaborated on by others (Martin, 19762). I choose these three aspects of 
prevention because I feel they have not received the attention they should elicit. 

The first issue to be discussed is the need not only to prevent abuse, but to 
prevent abusive parenting. | shall be discussing the characteristics of the abusive 
home, apart from the physical abuse, which needs our attention. The second area to 
be considered is the early identification of the parent-child dyad which as at high 
risk for abuse. In this area, I wish to emphasise the factors in the child which increase 
the potential for physical abuse to occur. Finally, I should like to address the issue 
of primary prevention - the task of breaking the cycle where abused children grow up 
to become abusive parents. Ultimately, in my opinion, a significant reduction in the 
incidence of child abuse must require our preventing abused children from repeating 


the ‘sins of their fathers’. 
Prevention of abusive and neglectful parenting 


The title of this section was chosen rather carefully to emphasise the task of trying to 
change patterns of parenting rather than to prevent solely abuse and neglect. Abusive 
and neglectful parenting connotes more than physical trauma or ignoring the child 
and his needs. For the purposes of this paper, I shall be addressing child abuse, while 
it should be clear that most of the pertinent points are germane to child neglect as 
well. 

The abused child not only lives in a family where he is at risk for physical 
attack; he is usually in a family where the entire fabric of parenting is deviant and 
counterproductive to healthy growth and development. Many clinicians and 


*Parts of this work were made possible by Maternal-Child Health Grant 926 and The Grant 
Foundation. 
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researchers have studied the characteristics of abusiv 
not be covered here in any detail. How 
Table 2.1, which lists characteristics cc 
has discussed in à recent U.S 


e parents and that ground shall 
ever, I should like to direct the reader to 
‘mimon to abusive parents, which Brandt Steele 
- government Publication (Steele, 1975). 


Table 2.1 


1 Immature and dependent 

2 Social isolation 

3 Poor self-esteem 

4 Difficulty secking or obtaining Pleasure 

5 Distorted Perceptions of the child 
Often role-reversal 


6 Fear of Spoiling the child 
7 Belief in the value of punishment 
8 Impaired ability to empathize with the child’s needs and 


respond appropriately 


ificant injury to the 
tin et al, 1974), we looked at those 


children were not being Physically abused at follow 
mance was related to the degree to which Parents u 
physical punishment, to control these children. 

The point I want to emphasise is that the abusive home has a number of 
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characteristics which are detrimental to the development of the child. Our goal then 
is not only to prevent abuse from recurring, but to identify characteristics of the 
abusive family which are harmful to the child and to attempt to modify and change 
those environmental factors. The task, then, is two-fold, to prevent physical abuse 
and to prevent abusive parenting. 

One of the tasks we have before us in preventing abusive parenting is to con- 
sider what the relevance of various characteristics of the abusive home is to the child 
(Martin, 1976b). For instance, what is the relevance to the child if we find that few 
parents have telephones with listed numbers? The fact in itself is of minimal 
interest to the child. However, it may indicate that the child is being raised in a home 
where there is a mistrust of strangers, minimal contact with people outside the nuclear 
family, and without modelling for the child in how to find enjoyment and gratifica-- 
tion from social contact with others. Similarly, the religious affiliation of the abusive 
parents is a superficial piece of information to the child developmentalist, unless we 
can draw inferences from such datum to understand the flexibility or rigidity of the 
parent and some insight into parental superegos which will affect the growing child. 
Let us look again then at Table 2.1 and consider what these parental traits may mean 
to the growing child. 

The abused child is quite apt to be born to a woman who has excessive and 
quite distorted expectations of the baby. Often, the mother is looking to the child 
for need gratification, fantasising that the baby’s love for her will make up for a 
life-long pattern of being unloved and uncared about. The child will not find that 
his parents are pleased when he is happy, but will be pleased with him when he minds 
and obeys, when he ‘acts his age’ and when he tends to the physical and emotional 
needs of his parents. He will receive the message time and again that he is a bad child 
and a disappointment to his parents. He will be in an environment where he has no 
value as an individual, as a child; but rather, where his value is related to his willing- 
ness to be good and to stay out of trouble. His curiosity and investigativeness will 
be discouraged or punished. He is not expected to have fun; indeed, his home is a 
sombre place where he will see little joy and happiness. He may be ignored and his 
basic needs neglected. His parents will probably be erratic and unpredictable. For 
example, a specific behaviour may at times be ignored, at other times reinforced, and 
still at other times met with disapproval and physical punishment. His parent will 
sometimes respond to his needs, while just as often, they will ignore them or get 
angry at his demands. 

If one translates characteristics of the abusive home into their impact on the 
development of a child, then it becomes ever so much clearer why it is important 
not only to prevent physical abuse from occurring, but to intervene and change 
those characeristics which are part of the abusive environment. The rationale for 
changing abusive-parenting styles stems from two factors. The first and most immedi- 
ately pertinent issue is to attempt to bind up the psychological and developmental 
wounds that the child has suffered in the abusive environment. The developmental 
delays, psychiatric symptoms and neurologic dysfunction which the child may 
suffer from living in an abusive environment are unlikely to improve without a 
change in the family environment. The second rationale for changing the abusive 
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Special to the parent. 
Now most of the attention in prediction has centred on the first two factors. 
Characteristics and ve parents have been used to formulate f 

questionnaires or checklists for predicting what parent is at higher risk of abusing a 


child than the average parent. This approach aims at identification of personality 
characteristics of the abusing 


although limiting her current work to factors in the Parent-ch 
intrude into optimal bonding and attachment. 
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A I put to you the thesis that the role of the child in contributing to the abusive 
incident must be explored and considered for us to give us the best chance to identify 
and predict those families where abuse is likely to occur. We have recently been 
impressed with the tremendous capacity the child has to influence and modify the 
behaviour of his parent. Lewis and Rosenblum’s book (1974) The Effect of the 
Infant on its Caregiver, explores this issue in some detail. Brazelton’s work (1973; 
Brazelton et al., 1974) has heightened our awareness of individual differences in 
children from infancy, differences which do impact on the type of parenting that the 
child is apt to elicit. 

I am suggesting that we consider all parents as having the capacity to attack their 
children physically. This potential for abusing children varies in intensity. Given a 
Parent with a higher than usual potential to abuse a child, and given certain life 
Stresses which might increase that potential, some characteristic or attribute of the 
child may be just enough to tip the scale. Something about the child may be just 
that ingredient necessary to ignite the act of physical abuse. What are some of the 
factors in the child, then, that may increase the chances of physical attack? 

We know that premature children are overrepresented in any group of abused 
children (Klein & Stern, 1971; Martin, 1976c; Martin et al., 1977). While my own 
studies do not confirm the finding, Smith and Hanson (1974) and others feel that 
mentally retarded and physically handicapped children are at greater risk of abuse. 
Klaus and Kennel (1976) and Klein and Smith (1971), suggest that any factor which 
interrupts the early attachment process places the child at greater risk of abuse. 
Lynch’s findings (1975) also suggest that perhaps medical illness is a contributing © 
factor. My own experience suggests that mild neurologic immaturity in a child 
increases the difficulty in establishing good parenting patterns. This all suggests that 
the following factors increase the chances of physical abuse, given a parent with a 
high valency for becoming an abusive parent: 

l. Any factors which intrude into the early bonding and attachment of mother 
to child, such as prematurity, separation of mother and newborn. 
Characteristics of a child which make him a less gratifying child; a child for 
whom it is more difficult to care and who gives less reinforcement for good 
parenting. This may be a normal child who is more difficult to feed or soothe 
than most babies. It may be a child with mild neurologic immaturity or 
dysfunction who typically is less gratifying and more difficult to care for 

3. Any child who does not meet the expectations of the parents. This may be 

as simple as the child being of the wrong sex, or more often, a normal child 

who does not measure up because the parents' expectations are so unrealistic and 

and distorted. Perhaps the imperfect newborn with anomalies or illness 


represents such a disappointment. 
4. The developmental level of the child may present special stresses to a specific 


parent. There are some children who are only abused during the toddler stage, 
or preschool age, or during latency or teenage years. The marginal parent may 
be able to parent the child at other ages adequately, but the normal behaviours 
of a specific developmental stage may elicit physical attack. For almost all 
parents find some developmental stages more stressful than others. Some of 

us do not find the dependencies of the infant easy to meet, while others find 
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; ; : ith 
the inquisitive, talkative preschooler difficult, and yet others deal badly w 
the tempestuous teenager. 


dri. E em 
The child Invites abuse. We have seen a number of abused children who se 
deliberately tc 


n 


> : panna sative 

> Invite or provoke abuse, knowingly behaving in a re dm 
manner, or expecting and Inviting physica] punishment. This may «d uade with 
only way of obtaining attention from the parent, as if equating punish 


d M E P ms 
love. In some children, the Provocative and often aggressive behaviour see 
to be an identification with the abusive parent. 


It would appear to me that identifying such factors within the child could " 
increase our chances of identifying the parent-child dyad at risk for abuse. When 


research. We know very little about the child’s 
that the Victim is not entirely blameless. 


Primary Prevention 


eagues (Martin, 1976a) have Tesulted in hi 
neurological impairments which are Overr 


Intellectual deficits 

At least one in three of abused children wil] have i 
Sometimes this is reflecting dif; iculties in Perforn 
experimentation, 
Learning disabilities 


Learning disabilities are thought to be greatly incre 
children. Kline (1977) reported on this phenomen 
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Congress on Child Abuse and Neglect. At least 50 per cent of abused children will 
have significant deficiencies in speech and language, perceptual motor development 
or other cognitive problems which interfere with learning (Blager & Martin, 1976; 
Martin, 1976d; Martin & Miller, 1976; Martin & Rodeheffer, 1976; Mirandy, 1976). 


Poor self-concept 


Poor self-concept has been a significant finding in over 50 per cent of abused and 
neglected children I have seen over the past 10 years. It should not surprise us since 
children are usually raised in families who are chronically dissatisfied with the child’s 


behaviour. 


Lack of joy and play ability 


The most impressive characteristic of most abused children is their rather sombre 

and joyless demeanour. These children have little ability to enjoy themselves. Indeed, 
in the Pre-school at the National Center in Denver, we find that many of these children 
need to be taught how fo play, (Mahler et al., 1975). The play activity one does see 

is often obsessive-compulsive, and engaged in to please the teacher or examiner. 
Pleasure is found from meeting the adults’ expectations rather than stemming from 


the child’s own enjoyment. 


Poor sense of self 


The abused child often seems to have little sense of self, and expends a great deal of 
energy in scrutinising his environment for clues as to what is going to happen next. 
The child has learned to ignore his own inner wishes and impulses, and instead he 
adapts and modifies his behaviour to meet what he believes others want from him. 
This may take the form of role-reversal, where he literally cares for the physical and 
emotional needs of adults. It may be seen in quick obedience and acquiescence in 
early life. It is highlighted by the keen ability many abused children have in searching 
their environment, hyperalert to minimal cues from adults, so as to stay out of harm's 
way. 


Deviant object-relations 


Perhaps the most distressing characteristic of most abused children is found in their 


deviant object-relations. There truly seems no sense of trust in people. Object- 
constancy as described by Mahler (Mahler et al., 1970, 1975) is essentially non- 
existent. We so often see abused children, who are indiscrimately friendly 

with people, acting inappropriately affectionate with strangers; they have no sense 
of some people being more important to them than others. Investment in other 
people stems primarily from the adults’ capacity to give to them, rather than any 
inherent qualities in the adult. Social and peer isolation is the rule. These traits seem 


amazingly similar to the abusive parent who is socially isolated, trusts no one, has 
few if any friends, and judges people primarily in terms of their capacity for 
need-gratification. 
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} . ive 
While we must consider how these children have been affected by the pea. 
nment, we must also consider the iatrogenic effects of our well-meaning tr 


children some 1 


ing those personality characteristics from becoming an immutable part of the growin’ 
child's psyche, 
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then we go on to assume that if we remove that child from this malevolent environment, 
the consequences of such an environment will go away. It is just not so. If the child 


is anxious, fearful, untrusting, oppositional, or depressed, he needs some form of 
psychotherapeutic intervention. Similarly, many abused children really do require 
Speech and language therapy (Blager & Martin, 1976), physical or occupational therapy, 
(Martin & Miller, 1976), or special educational help (Mirandy, 1976). 

At every child abuse team conference, the members should routinely ask 
themselves, what is the developmental and psychological status of this child? What 
types of treatment modalities should we consider to help this child with the develop- 
mental probelms he exhibits? With such a routine, it would be hoped that adequate 
treatment for the abusedchild might be offered. And more, that there will be a 


greater chance that this abused child will not grow up to be an unhappy adult who is 


apt to abuse his children physically. 


Finally, as addressed above, primary prevention will include our efforts to pre- 


vent not only abuse from recurring, but to alter and change the pattern of parenting 
to which the abused child is exposed. This may involve various types of efforts to help 
abusive parents change their patterns of child-rearing. I am truly not sure what approa- 
ches will work best with which parents. Psychotherapy, social case-work, parents 
groups and more didactic educational efforts to change child-rearing practices have all 
had some limited success with various abusive parents. Recently, several staff at the 
National Center in Denver have attempted direct efforts at working with abusive 
parents around child-rearing with some optimistic results. Regardless of the approach 
I want to stress the importance of changing abusive parenting. Abusive parents can 
attend psychotherapy sessions and obtain considerable help for themselves without 
any demonstrable changes in the parents' feelings or behaviours toward their children. 
Those working with the abusive adult must include in their therapeutic goals a major 
thrust towards improving the parents’ attitudes, feelings and behaviours towards their 


children. 


Summary 


My own experience in the field of child abuse and neglect has been that of a 
paediatrician who works in a child development centre. I have been involved in testing, 
examining and trying to understand children who have been abused. I am particularly 
sensitive to the enormous price these children pay, the morbidity of child abuse. 1 
am troubled by the developmental and psychological wounds that these children 
have. When I am faced with the knowledge that most abusive parents were abused 
and/or seriously deprived in their own childhoods, it seems to me a fortuitous 
opportunity to suggest that primary prevention of abuse and neglect might be 
accomplished by ensuring that abused children will not grow up to be abusive parents. 
It gives me a forum to plead for greatly increased interest and efforts in providing help 
and treatment to the abused child, for his medical wounds and for his developmental 
and psychological wounds. 

I have also pointed out that the child brings something to the abusive incident 
of his own. I have suggested that the surest way to identify those parent-child dyads 
in which abuse is highly likely, is to include factors within the child, which increase 
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the risk, given an abusogenic Parent and a stressful social climate. By including m 
traits of the child which increase the risk of abuse, our predictive and preventive e 
should be more accurate, 
I have also taken this opportunity to 
prevent abuse from occurring or recurrin 
Sider ways to Prevent abusive and neglec 


ask that we not only consider ways to , 
g, but that we broaden that concept to un 
tful parenting. The abused child is not yi 
exposed to episodic physical trauma, but is exposed unrelentingly to a type dark 
of parenting which impedes his Physical, mental and emotional growth and tevs v 
ant to prevent abuse, but also we should hope to chang 


Preventing child abuse, 
The discussion of this Chapter begins on page 67. 
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3. A nurse's observations on 
mothers and babies ina 
Special Care Baby Unit 


PAMELA HOWAT 


; had 
ir matched controls 42 per cent of the abused em in 
been in the Special Care Baby Unit but only 10 per cent of the controls ha nd 
made inside such a nursery may have predictive value 


: might 
could lead to the adoption of methods by which some aspects of this problem 


be modified, 
A study of thirty mothers 

In Oxford, children Suspected of bein 
referred to the Park 


abies, al 
Hospital for Children. Over the period 1972-1975, 30 babie 
of whom had been through the Speci 


© Unit after the index baby; 
matching for parity of mother, sex of baby, 500gm weight group, and as near as 


possible the length of Stay of the baby on the Unit. 


ution of the gestation Period of the index group» 


ex group in the Unit and Table 3.3 the 
distribution of the weight of the index group. 


Tables 3.4 - 3.9 show the results of comparin 


g the neglected, the at risk, the 
abused and the total index groups with the contro] 


groups. 
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Table 3.1 Gestation of Index Group 


Weeks 30 30-32 33-35 36-38 39+ 
Neglected 4 - - 1 3 s 
At Risk 13 s 3 s 7 3 
Abused 13 - - 5 5 3 


Table 3.2. Length of stay on the unit of Index Group 


less than 2-7 8-14 14-28 over 28 

48 hours days days days days 
Neglected 4 - - 1 2 1 
At Risk 13 2 4 2 1 4 
Abused 13 - 1 - 8 4 
Table 3.3 Weight of Index Group 

1000 - 1501 - 2001 - 2501 - over 

Gm 1500 2000 2500 3000 3001 
Neglected 4 š 2 1 1 - 
At Risk 13 1 2 6 3 1 
Abused 13 - 3 4 3 3 
Table 3.4 Known to MSW before delivery 
Known Not known 
Neglected 4 2 2 
At Risk 13 3 10 
Abused 13 6 7 
AllIndex — 30 11 19 
Controls 30 4 26 
p 0.05 
Table 3.5 Mode of Delivery 
Caesarean Spontaneous 
Section Forceps Vertex Delivery 

Neglected 4 0 3 1 
At Risk 13 1 6 6 
Abused 13 8 3 2 
All Index 30 9 12 9 
Controls 30 8 14 8 


not significant 
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Table 3.6 Deeree of illness 


Ventilatory Ventilatory 
Support Support 
given 


not given 
Neglected 4 


=) 4 
At Risk 3 3 10 
Abused 13 4 9 
All Index 30 7 23 
Controls 30 3 27 
Table 3.7 Initial feeding choice a 
Breast Bottle 
Neglected 4 = 4 
At Risk 13 5 8 
Abused 13 5 8 
All Index 30 10 20 
4 2 EUN 
Controls 30 10 20 nat significant 
Table 3.8 Visiting Pattern 
Poor Good 
infrequent fairly frequent 
Neglected 4 1 2 
At Risk 13 2 11 
Abused 13 2 10 
All Index 30 6 24 
Controls 30 none 
stated 30 t 0.05 
Table 3.9 Concern at mothering 
Concern No concern 
Neglected 4 4 " 
At Risk 13 6 7 
Abused 13 10 3 
All Index 30 20 10 
Controls 30 2 2 
"P ou p 0.001 
The data studied, were the m 


showed concern at mothering and when the visitin 
with the control group. Concern at mothering was 
made by the nurses who were unaware that we wo 
aspect. 


8 patterns in the unit were compare s 
assessed retrospectively from recor 
uld be looking at them from this 
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Measuring maternal feelings 


All of these represent objective characteristics. An attempt has been made to measure 
the feelings of mothers while their babies are in the unit, in the hope that such measure- 
ments may prove useful prospectively in identifying the mother and baby at risk. These 
Observations were not available for the index mothers who were studied restrospectively. 
It is obviously a near impossible task to define normal behaviour, to define the 
reactions to a unique situation. In this study we try to get an overall picture of the 
mother's mood, perhaps, even to elicit an abnormal pattern in this mood. 
Using a visual analogue scale questionnaire, a subjective assessment was made 
by the mother of her feelings 
About entering the unit, 
About her baby's condition, 
About handling her baby. 


And about her feeling of closeness to her baby. . 
The mother was asked to mark a position on a 10 cm line corresponding to her 


feelings at one particular visit. We could thus calculate a score which, expressed as a 
Percentage, was plotted on a graph against post-natal age of the infant. Events were 
noted in relation to a noticeable rise or fall in the score. The lower score represents 

à higher degree of maternal anxiety. The maximum period of anxiety was in the 
immediate post-natal period. Subsequently there were rises and falls in this score and 
We believe that these reflect appropriate changes in the mother's feelings with a 
Change in the clinical condition of her baby. It can also reflect such changes as when 
the baby is removed from an overhead radiant heater to the older-fashioned all- 
enclosed incubator. While this is seen by the medical staff as an improvement in the 
baby's clinical condition, from the mother's point of view it isolates the baby from 
her. This system of assessment gives a global score rather than defining individual 
features, but it may identify the mother, whose consistently low score, despite the 
baby's well being, perhaps mirrors unconsciously her true attitude to the whole event. 


Does this predict a child at risk? 


Bene 


A ward diary 


Another more diffuse but still important means of collecting information about the 
Parents with a view to identifying the child at risk is the use of a ward diary in which 
We record the visiting pattern and the telephone calls the parents make to the unit. 
We can, at a glance, note any irregularities in communication and try to find out why 


the parents do not contact us. Very often the reasons are justified. 


Possible preventive techniques 


It should be possible to predict some of the families at risk. Are there ways in which 
these families can be helped in the period of neonatal care? It must be stated that 
these ideas, based on our experience in Oxford, have not yet been proved to prevent 
child abuse. 

Can we cut down the number of babies admitted to the Unit? This histogram 
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ange of the type of baby admitted to our € 
g the trend towards fewer big babies in 1975. Ew. 
t we no longer routinely admit all babies o e 
babies weighing less than 2500 gm. This rever 


; - s ie t. The 
admitted to the Unit for this type ni 
ther-baby unit, but this is not always possible. 


numbers 
300 — 
J 1973 


1974 1975 
260 + 


n= 548 n= 545 


220 4 
180 J 


140 4 


100 + 


MENN 


Gm. 0 500 10% 


SENN 


, 50 
500 1000 1500 2000 2500 3000 0 500 1000 1500 2000 2 


Vig. 


3.1 admissions to special care baby unit by weight. 


Sick baby in the delivery room where the mother was delivered. This 
ntage that it may intensify her anxiety, but it may help her to realise 


r baby in her arms it truly is her child. This is when 
aby before he is taken away 
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after delivery to the Nursery and she can usually do this, even when the baby is 
extremely immature or when an umbilical catheter has been inserted. 

For those mothers whose babies must be admitted to the Unit a polaroid 
photograph of the baby is taken which, while no substitute for the actual presence 
of her baby, does confirm the reality of his existence, and certainly seems to bring 
the mother some degree of comfort. Siblings are encouraged to visit; although they 
do not come into the nursery, they can see the baby through the glass window. When 
the mother visits after her discharge, this solves the baby-minding problem, as she 
can bring the child, or children, with her and begin to think of the new baby as an 
integral part of the entire family. 

Today, in our culture, it is felt that the mother should be fully involved. Should 
We share the care of the baby with her more? We have started to teach the mothers 
and fathers to tube-feed their babies. One way the mother does feel totally involved 
is when her own breast milk is given to her baby and not just pooled with other 


mothers’ milk. 
Can part of the nursery be made less clinical? The walls are bare, the linen white. 


Should we introduce attractive pictures, coloured cot covers or brightly painted 
rocking chairs? In the family already under social strain, the mother may resent the 
child who puts her into an environment that she may dislike intensely. It would be 
invaluable to have someone acutely aware of the baby’s clinical condition continually 
available to the mothers. The course of this event could be eased by someone to 
mother the mother. I should like to stress the importance of teaching the nurses to do 
this; so often the nursing staff is too much occupied in emergency work to spend 
adequate time with the parents when they do visit the Unit. 

All families leaving the nursery are referred to the liaison health visitor for the 
hospital, as well as to the health visitor for the area from which the mother comes. 
It is she who has access to the home. A discharge letter is sent to the general 
Practitioner and comment made if there is concern. Because the mothers, about whom 
We are anxious, may not be highly motivated in seeking out help, it might be to their 
advantage to put them in contact with a mother who had similar problems with her 


child and who could provde a self-help life-line. 
A medical social worker, solely employed for the Unit, now sees all the mothers 


and is available to any mother seeking advice on home problems. She can alert us to 
the families with problems. However, it is the nurse in the nursery who is in an unique 
Situation to observe the mother actually learning to be a mother. It is during this time, 
that a nurse can observe a lack of responsiveness in the mother, so that we can inter- 


vene and provide her with additional support. 


Conclusion 


There are several things that the nurse can do hereself in conjunction with all the 
members of the paediatric team to try to help these mothers. 


Prediction 


l. Get information from the medical social work department, 
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Make objective observations, have 


an ongoing record of visiting. 
Obtain a subjective assessment of t 


he mother's feelings. 
Prevention 
Avoid unnecessary separation, 


Share the care of the child with mother, 
Mother the mother. 


ww 


Cooperate closely with the medical social worker and with the health visitor. 
The nursing staff on the special care baby unit are in the best position to t 
collect information and to make observations on the mothers. Given the knowle 
the subsequent course of events of those children under their care who were later 
come more highly motivated ven 
others from this aspect. Much good could follow their indirect invo 
of their patients. arly oF 
All involved are now aware that when a baby who has been born very early saot 
has been very ill in the neonatal period is discharge from the unit with every prost 
of good physical and mental health, there still remain potential hazards. 
My thanks are due to Professor J.P.M. Tizard for his help and advice. 


dge ol 
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Discussion 


The group expressed great interest in the 
observations in the selection o 
help over mothering their babi 


Practical value of organised labour ward 
f mothers who we 
es. These observat 
as completeness, upon being given a val 


prenatal and historical data. Some confusion of 


practitioner attachment helps the gathering of i 
which should be communicated to the hospital 

After delivery the mother and her bab 
a strong reason to part them for some s 
need to be mothered at this time, probl 


y should be kept together unless there is 
pecial treatment. Some mothers themselves 
ems, especially emotional ones, and feelings 
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of depression need to be identified and handled with sympathy, and mothers should 
be given appropriate responsibilites and treated like adults, not like silly children. 


4. Early alerting signs 


MARGARET LYNCH AND JACQUELINE ROBERTS 


Introduction 


ing of 
, " " ` i š erstanding 
The aim of our recent research in Oxford has been to increase our unders UE 
the process that leads to abuse in order to identify factors and circumstan 

child's biography that increase the risk of battering. 


A case history as a flow-diagram 


In every case of child abus 
Strophe. These events c; 
Figure 4.1 shows t 


^ TIU 
; , nal ca 
€ à series of interrelated events has led up to the fi 


a 
es. A skeletal survey showed amily 
i ; E 
one femur, and an old fracture of a radius. When this young 


FATHER 


A twin from a sibship 
of three 


Ordinary upbringing 


Gives up apprenticeship 


Date: December 1969 


Rows with inlaws 


Date: November 19th, 1970 


Moves to North 


Unemployed 


Family moves again 


Date: 9th January, 1974 


In regular work with 
night shifts 


Date: mid March, 1974 


Date: 30th March, 1974 


Colludes 


| 


Date: 1st April, 1974 
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Two and a half year courtship 


Marry 


First pregnancy 


Normal delivery 
Birth weight 7 Ibs 
Boy 


"Happy and contented’ 


Development normal 


Second pregnancy 


Concern over fetal 
growth 


Emergency caesarian 
section. 34 weeks 


Special Care Baby 
Nursery 
1 


Home at five weeks 
Some jealousy 


Cries, difficult 


paa Settles 


Will not smile 


Multiple infections 


Bruised buttocks , 
Becomes protective 


Final assault 


Hospitalised 
Subdurals, fractures 


Fig. 4.1 Critical Path of Rachel’s family 
Reprinted with permission from The Abused Child : A Multidisciplinary Approach to 
Developmental Issues and Treatment by Harold P. Martin. Copyright 1976, Ballinger 


Publishing Company. 


MOTHER 


From a sibship of six 
Became 'Cinderalla' of 
family 
I 
Aged fifteen meets 

father 


Many job changes 


Continues to live with 
mother 


Physically well 


Very lonely 


Miserable 


Back to mother 


Severe P.E.T. 
Hospitalised 6/52 
D 


Very frightened 


Stress of moving 


Very isolated 


Gives ‘open warning’ 
[ 
Despair 
1 
Breakdown 
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e is reason 
became very lonely and depressed and the father could not find a job. For this reaso 
the family soon moved back to the home of the maternal grandmother. me 

A second Pregnancy occurred. On this occasion, mother became very: ` t 
raised blood pressure and was in hospital for six weeks before delivery. whieh s 
child. The obstetricians were pe 
igations were carried out, culminating at ^ 
hich the umbilical cord was pierced. An m 
Y to save the baby's life. Mother was natura a 
» Weighed SIb 6 oz. She developed respiratory c 
ia care nursery for five weeks. Mother felt T 
€ to her - ‘just flesh and bone with wires ere 
aving the hospital without her baby, the moth din 
T own home for the first time. Her husband wa 


4 ARS isit their baby» 
in regular work, but often on the night shift. They found it difficult to visit t 
and spent little time with her. 


When Rachel did come home, ther 
She was difficult to feed, cried all the ti 
appeared late, and was difficult to elicit. 
she was receiving, Any help offered byn 
as interference by this Very defensive m 
Two and a half weeks before Rachel's a 


weeks in an amniocentesis, during w 


arents. 
* was no bond between her and the Y jer smi 
me. and always seemed to have a Ae tf 
Her brothers became jealous of the a ae 
i isitor was regarde 
eighbours or the health visitor was T ad 
e isolated. 
other, who became more and more iso 


" e stor. 
ks. She immediately called the family xr 
ad. Mother received reassurance tha 


violently. Forty eight hours later Rachel was 

There was in Ra 
was born, because of 
had, however, begun to rear Rach 
Product of a difficult Pregnancy and an Operati 
special care nursery. The parents found th 


| ed 
emselves unable to bond to her. She turn 
out to be a sickly and ‘unsatisfactory’ bab 


É ; ance 
Y, and her brothers behavioural disturbar 


n in the family increased Rachel became the target for 


resentment, and finally abuse, 
Our experience with families like Rachel's | 


a je it 
cribed in this paper. The first study, by both authors on identification in the maternity 
hospital, shows that cnildren like Rachel can 


(Lynch & Roberts, 1977) was to see if such data 
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maternity hospital staff to identify families in need of extra help in bonding to their 
baby. 

Fifty children referred to the Park Hospital for actual or threatened abuse were 
compared with 50 controls born at the same maternity hospital. The controls were 
obtained by taking the next live child to be born after each index child. Enquiries 
Were made to ascertain whether any of the children in the control group had been 
abused, neglected or considered ‘at risk’. Only one was considered to be ‘at risk’ by 
his farnily doctor. No child in the control group appeared on a social services ‘at risk" 
register nor had the possibility of abuse been raised on any hospital referral. The 
maternity hsopital obstetric, paediatric, nursing and social work notes were consulted. 
All our data were therefore, obtained from information recorded before abuse occurred 
and were readily available in the maternity notes. 

All socio-economic groups were represented, although there were more social 
class IV and V families, unemployed fathers and unsupported mothers in the abused 
group. There was no significant difference in the number of primiparous women in 
the two groups. This would indicated that previous experience of motherhood does 
Not necessarily protect against bonding failure. Four previous children from abusing 
families had died, compared with two in the control group. Six previous children from 
the abused group had been adopted or placed in long term foster care. No such place- 
ments were reported in the control group. 54 per cent of the abusing mothers and 40 
Per cent of the control group mothers required hospital admission during their 
Pregnancy. 44 per cent of the abusing and 34 per cent of the control mothers had 
complications of labour and/or delivery. These differences are not statistically signifi- 
cant. 

There were five factors which clearly differentiated the abused group from the 
Control group (Table 4.1). 

1 More abusing mothers were under 20 years when they had their first children: 
50 per cent compared with 16 per cent 

Abusing mothers were more likely to have signs of emotional disturbance 
recorded in the maternity notes: 46 per cent compared with 14 per cent 

3 More abusing parents were referred to the maternity hospital social worker: 

58 per cent compared with 6 per cent 
4 The abused babies were more likely to have been admitted to the special care 

baby nursery: 42 per cent compared with 10 per cent 
5 The abusing mothers more often evoked concern over their mothering capacity: 

44 per cent compared with 6 per cent 
All these factors highlight characteristics frequently observed in abusing families. . 


Table 4.1 Maternity hospital identification 


N 


Under 20 Recorded Referred Admitted Recorded 
at first emotional to to concern 
child's birth disturbance social SCBU over 
worker mothering 
Park 50% 46% 58% 42% 44% 
Group 
n= 50 (25) (23) (29) (21) (22) 
Control 16% 14% 6% 10% % 
Group 
n= 50 (8) (0) (3) (5) (3) 


p" 
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Age at birth Of first child 


Many abusing parents are, inactual, and emotional age, too young for pareniktood. 
(Lynch, 1975; Lynch & Ounsted. 1976: NSPCC, 1975: Ounsted & Lynch, 19 A 
Smith et al., 1975). The first pregnancy may well have been planned in an is child 
to escape from a harsh and rigid home. Such young, deprived parents expect the 


Abusing parents are likely to have ani 


CRE F relation- 
ncreased incidence of emotional and rel 
ship problems extending back into the 


ica ot al., 
ir childhood (Pollock er al., 1972: Baher e 


work help (Lynch er al., 1976). Frequently the ad 
e range of interlocking problems affecting every d 
arriage, housing, financial matters and employment (Ounsted, 


adverse social conditions can be found it is the severity of the 
ms, which is most Striking, 


family has accumulated a whol 
of their lives: the m 
et al., 1976). While 
relationship proble 


Baby admitted to Special Care Nursery 


ity of 
Y because of extreme prematurity O 
mal bonding process, and increases the 


tisk of subsequent abuse (Klaus & Kennell, 1970; Lynch, 1975). 


Recorded concern over mothering 


abused group mothers had evoked sufficient concern Over their 
for it to be recorded: for example, ‘cannot stand her baby’s cry’ 
baby for more than a week’, ‘does not know howto respond to 


‘mothering’ capacity 
> ‘has not visited 
baby’s need’. These 
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reports of concern over mothering show that maternity staff are already recognising 
vulnerable mothers. Unfortunately recognition does not necessarily lead to appropriate 
action. 

Table 4.2 shows the distribution of the adverse factors described in the two 
groups. None of these factors could be used in isolation to predict abuse. For example, 
not all women under 20 years old having their first baby should be seen as probable 
baby-batterers. There are many competent teenage mothers and in some subcultures, 
it would be unusual for a girl of twenty not to have had a baby. It was the progressive 
accumulation of interconnected medical and social problems that differentiated the 
abusing parents in this study from their controls. 70 per cent of the Park group had 
two or more adverse factors recorded while only 10 per cent of the control group 
had more than one adverse factor. Thus, if one offered extra help to that 10 per cent 
of the hospital population, with more than one adverse factor, 70 per cent of the 
Subesequent abusers would be included. The events leading up to abuse in the other 
30 per cent are being studied further. As abuse is never an isolated event, it is unlikely 


that warnings were not given. 


Table 4.2 Maternity hospital identification - number of adverse factors 


No. of 0 1 2 3 4 5 Total 
factors 

Park Group 

n- 50 4 1 H 12 9 3 120 
Control Group 

n= 50 31 14 3 2 0 0 26 


dentify a group of families in need of 


This study shows that it is possible to i 
ted by most obstetric departments. 


extra help using data already routinely collec 


Identification within the family (Lynch, 1975) 


In families where only one child in a sibship is abused, the parents frequently claim 
that he is the child most difficult to rear. This was confirmed by the study in 
Oxford which compared 25 abused children with their 35 unbattered siblings, (Lynch, 
1975). By using an internal control group, the parents’ pedigrees, biographies and 
personalities remained constant, and the differences between the abused child and 
his unharmed siblings emerged with clarity. 

The families studied did not come predominantly from any one social class. 
More of the unabused siblings were illegitimate, and it was claimed that more of the 
abused children were planned. There was no significant sex difference either in the 
abused or sibling groups. Half the abused children were under one year old when 
referred and could come anywhere in the sibship (Table 4.3). 

All information, negative as well as positive, given by the parents about the 
pregnancies and early life of all the children was checked against obstetric, neonatal 
and paediatric records. Social work and family doctor records were also used. 
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Table 4.3 Identification within the family - F 


Place in sibship n= 50 


" 4/4 
1/2 23/2 iB 2/3 3/3 1/4 2/4 3/4 : 
4 ll 0 2 3 0 2 1 
+ 1 set of 
twins 


abused 
; j TASS p in the abus 
Six factors were shown to be highly significantly over-represented in e 

i IM ppl É shes asn 
STOUp as compared with the sibling &roup (Table 4.4). The abused child was 


likely ith 20 
1 To be the product of an abnormal Pregnancy: 60 per cent compared with 2 
Per cent aed with 
2 To be the Product of an abnormal labour/delivery: 48 per cent compare 
20 per cent ared with 
3 To have required separation in the neonatal period: 40 per cent compare 
6 per cent 


; 3 b : f life: 
4 To have had Other separations from the mother in the first six months 0 
36 per cent compared with 6 per cent 


. - cent 
5 To have been ill in the first Year of life: 60 per cent compared with 9 per € 


í ith 
6 To have had a Sick mother in the first year of life: 48 per cent compared W 
6 per cent 


Table 4.4 Identification Within family 


ill 
her ill 
Abnormal Abnormal Neonatal Other Child io odis 
Preg. Lab/Del. Separation Separation Ist year Is 

A. 
Proband 60% 48% 40% 36% 60% iy 
n= 25 as) 2) (10) GO 59 ü 
Sibling 20% 6% % % 9% A 

= > (2 

n=35 (7) (2) Q) (2) GQ) CS 


Pregnancy and delivery 


Other separation 


Even after the neonatal period the subsequently abused child continued to present 
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more problems than his non-abused brother or sister. He was more likely to have 
been separated from his mother again in the first six months of life. The commonest 
Cause of separation was the child’s illness. Five abused children required hospital- 
isation compared with one sibling. Although hospitals in our area have facilities to 
admit mothers with their children, none of these mothers availed herself of the 
Opportunity, probably because of her fear and hostility towards the hospital. The 
other separations were due to fosterings, or the child being left with friends or 
relatives while mother was away. In one instance, the mother was in jail and in the 
others she was in hospital. The effect that hospitalisation of a young mother can 
have on the mother/child relationship is easily over-looked. Such a separation, 
especially in a family without close friends or extended family can be as traumatic 
as a separation due to admission of the child himself. 


MMlness in child 


An ill child is likely to be particularly distressing to parents with high potential to 
abuse (Steele et al., 1968). The abused children in this study had an increased incidence 


of illness in the first year when compared with their unabused siblings. Both severe 
illness and recurrent minor health problems were included. There was a high incidence 
of ill-health among the abused group; pneumonia, bronchitis, viral carditis with 

heart failure, pyloric stenosis, severe cleft palate and hare lip, cerebellar ataxia and 
convulsions were all found, as were an abundance of minor but irritating health 
Problems. 


lliness in mother 


The mother too was more likely to have been sick in the abused child’s first year. 
Any parent who is ill is likely to have difficulties in relating to their baby. The illness 
included puerperal complications, physical ill-health and psychiatric breakdown. Three 
mothers had made suicide attempts in the abused child’s first year of life. 
This study clearly demonstrates the part that illness in the family can play in 
the process leading to abuse. In 84 per cent of the families either mother or child 
were sick in the abused child’s first year of life. 
Table 4.5 Identification within family - number of adverse fi 


0 1 2 3 4 5 6 Total 
Proband 
n=25 1 4 5 7 3 4 1 73 
Sibling 
n= 35 23 8 2 2 3 : 2 18 


It is easy to understand how any of the early events described in this study can 
interfere with the establishment of a healthy bond between parent and child. In the 
history of many abused children we find not one but a sequence of adverse medical 
events leading to the cataclysm of abuse. Indeed 60 per cent of the abused children 
in this study had three or more adverse factors in their early history, while 66 per 
cent of their siblings had none (Table 4.5). 
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- ir child. 
Many families face such problems and only a very few will ies Bae 
However, such factors can act as valuable warnings in families where tea considered 
graphies and social Pressure increase the potential for abuse. All the py opportunity 
bring the family into contact with medical or social services, providing : 
for mutual recognition of potential child-rearing problems. 
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Discussion 
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5. Key characteristics of child 
abuse 


RUTH HANSON, WALLACE MCCULLOCH AND SUSAN HARTLEY 


The findings of the Birmingham Child Abuse Study have been published in a number 
of papers, of which many people have read only one or two. Because of this, findings 
have been open to fragmentary reporting and in a few instances we have been accused 
Of oversimplification. The opportunity will be taken on this occasion to put the record 
Straight by drawing all the findings together. 

The list of variables found to distinguish Index from Control cases significantly, 
and given below, is of interest in itself. Many check-lists have been suggested for use 
with new cases of obvious or suspected child abuse. They vary in length and reliability. 
Some are speculative, being based on the observation of few cases and with inadequate 
controls. Others specify a few features and over-emphasise their importance at the 
expense of features not considered at all. 

When the Birmingham study was designed it was thought necessary to encom- 
Pass a wide range of factors, in recognition of the exploratory nature of the work. 
Seven years later, widespread concern for the management of cases sometimes gives 
the impression that research into aetiological factors is now redundant, but this is 
far from true. A full-scale assessment of the parents and child, which gives due empha- 


sis to the various factors at work, is essential if prognosis and treatment are to be 


worthwhile. 
Practitioners who have to deal with cases of child abuse often ask researchers 


about the inter-relationships between significant variables. Or they offer their own 
explanations of the co-existence of two findings within a single sample, which are of 
course not necessarily correct since these features may co-exist but not correlate. It 
is all too easy to speak of such ‘correlations’ as if they were established and most 
Studies, including the Birmingham study, have fallen into this trap. 

Because of the quantity of data to be analysed and published from Birmingham, 
it has not, hitherto, been possible to explore the inter-relations between the signifi- 
cant variables. The dominant ones are described below in the hope that they will give 


some foundation to current discussions about the processes underlying child abuse. 


Distinguishing characteristics 
Of all the variables on which it made sense to compare the Index and Control samples 


67 differentiated between them to a significant degree after both age and class had 
been taken into account, and these are listed below. 
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; ith, 
First impressions from the study (Smith, Hanson and N oble, 1973 and Smith 
Honigsberger and Smith, 1973 J 


Mother has a high General Health Questionnaire score 
Mother has an abnormal EEG 
Father has an abnormal EEG 


Social characteristics of the families (Smith, Hanson and Noble, 1974) 


Child’s natural fath 


er absent from the home 
Mother unmarried 


Mother conceived pre-maritally 

Battered child illegitimate 

Mother thinks her partner rejects the child 

Mother says there is no discussion about child-rearing 


Mother considers self the decision-maker in the house 
Child lacks his own room 


Accommodation lacks one or more basic amenities 
Mother rarely sees her parents 
Mother rarely sees any relatives 


Mother has no Opportunities for breaks from child 
Mother has no social activities 


Mother has no friends 
Mother considers her allowance inadequate 
Mother is generally dissatisfied with her situation 


Interpersonal relations (Smith and Hanson, 1975 ) 


Mother was unhappy in childhood 

Mother recalls two or more childhood neurotic symptoms 
Mother thinks she was a poor scholar 

Mother got on badly with her parents as a child 
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Mother's mother scolded her as a chief means of punishment 

Mother gets on badly with her parents now 

Mother had bad relations with siblings as a child 

Mother gets on badly with siblings now 

Father's mother was unreasonable in discipline 

Father's father was unreasonable in disclipline 

Mother's mother was unreasonable in discipline 

Mother's father was unreasonable in discipline 

Mother has a high ‘lie’ score in the Eysenck Personality Inventory 

Mother scores high on criticism of others, Paranoid hostility and guilt on the hostility 
and direction of hostility questionnaire 

Father scores high on guilt 


Child-rearing practices (as above) 


Mother is abnormal (very quick or very slow) in responsiveness to the child's crying 

Mother becomes emotional over feeding problems 

Mother is not very demonstrative towards the child s 

Mother is abnormal in her enjoyment of the child (says she finds no pleasure in him 
or he is ‘her life") 

Infrequent surveillance of child's well-being or whereabouts 

Obedience expected at second or third request 

Mother physically punishes frequently 

Father physically punishes frequently 

Mother withholds love as a punishment 

Mother uses tangible rewards (pacifiers) for good behaviour 

Crying in baby or clinging and whining in toddler a problem 

Partner does not help mother with child as she would like 


The child (Smith and Hanson, 1974) 


Has a general developmental quotient of 90 or under on the Griffiths Scales of 
Mental Development 

Physically neglected on admission to hospital 

Has a history of failure to thrive 

Mother says he is not wakeful (hr +) at night 

Mother says he is not excitable or lively by day 

Mother says he is not tired during the day 

There is delay in bringing the child to hospital for attention to the injury 

Had low birth weight 


Analysis of characteristics 


62 of these key characteristics were subjected to a multivariate analysis which is des- 
cribed in this paper. Five were excluded. Low birth weight had been compared with 
the national figures readily available and the controls had not been checked for 
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incidence of this. Delay in attending hospital had been covered in the COn n) 
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which about 600 are significant (at or well above the .05 level of probability). It is 
impossible to publish the whole correlation matrix but the information is available 
from the writers. 

Quite a few little groups of just two or three variables emerged which made 
sense but did not seem to have far-reaching implications. For example, mothers who 
said they had an unhappy childhood were invariably those who re-called two or 
More neurotic symptoms in childhood. In fact. in the psychiatric interview the 
question about unhappiness in childhood followed directly upon the one about 
thumb-sucking, bed-wetting, nail-biting etc., and answers could have been prompted 
by reflection on symptoms. 

Mothers who said they got on badly with their parents were invariably those 
who recalled getting on badly with them in childhood, and they tended to be those 
who seldom saw their parents at the time of the study. It may suffice for the 
practitioner to ask only one of these questions in an interview aiming to cover all 
the relevant areas. However, further research is needed to show whether any of the 
questions found to be significant in distinguishing between abuse and control cases 


remains so in a shorter interview in a different context. 
In a separate cluster, we found that mothers who said they got on badly with 


their siblings were usually those who had done so as children. Perhaps the problem 
really began early, or perhaps their memories were coloured by recent experience. 
If one question is to be selected for this area. it would be better to choose the one 
about recent experience as probably being the more reliable, but the finding that 
the problem may be of long standing is of practical importance, and predictive 
Studies set up should allow themselves the luxury of exploring early family relation- 


ships. 
Mothers who could not discuss child-rearing with their partners tended to be 


those who made the decisions for the family in general. The absence of the child’s 
Natural father actually tied in more closely with a different cluster, but it has a 
correlation of .37 with mother having to make the decisions which was significant at 
the .001 level. 

Another small ‘group’ on its own, in the sense that other variables linked with 
it are linked more closely with other groups. is the association between physical 
neglect and failure to thrive. In other words, a baby who is physically neglected on 
admission to hospital may well prove to have a history of failure to thrive, suggesting 
perhaps some underlying attitude to the child on the part of the mother, rather than, 
say, a medical condition on the one hand and a social on the other. 

Mothers who said the child prevented them from getting on with their work, 
by crying or clinging, were often those who said they withheld love as a means of 
punishment. A link such as this does not tell us which, if either behaviour, produces 
the other, and protagonists could be found for both viewpoints. Most children in 
the Birmingham study seemed to settle down well in the hospital setting and did not 
spend a lot of time demanding attention, when their mothers were not there. It has 
been noted above that mothers of abused children tended to describe their reactions 
to crying as extreme in one way or another, and it is widely held that either extreme 
of responsiveness can produce some form of behaviour problem in the older child. 
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The larger clusters are of greater interest, since features which impinge on 
numerous others may be thought more worth tackling in treatment. 

The largest cluster of variables (which may be seen in Fig. 5.1) hinged on the 
link between mother's unmarried status and the absence of the child's natural father. 
Associated with the former were the illegitimacy of the battered child, the first 
child having been conceived pre-maritally and the lack of basic amenities in the 
home. Linked with the absence of the biological father was mother not getting on 
well with her current partner. The abandoned mothers were also more likely to use 
physical punishment on the child. Here we probably have a rather crucial link. X 
Feelings of inadequacy, depression and wretchedness in child care may well stem fre 
the mother’s situation vis-a-vis the father of the child. Although it is to be iopet, 
that the mother can be trained to look positively at her relationship with the chil 
and be taught, with the aid of techniques borrowed from behaviour therapy, tO 
manage the child effectively (Reavley & Gilbert. 1976), and to appreciate that her 
responsibility is also a privilege, it will perhaps be found, more valuable to help the 
parents in their marriage (or lack of marriage) at the same time. If we continue to 
describe this large cluster of variables with which we are concerned, the point will 
become more obvious. Linked with mothers’ incompatibility with their partners 
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Child not wakeful at night 
(for periods of 30 mins*) 


.237 


Mother has abnormal reaction to 
child's crying (too ready or too slow) 


267 
Mother emotional about 
feeding child 
Mother is generally dissatisfied 
with her situation 
.343 
Mother says partner ð Partner does not help with 
rejects the child 4T child as much as he might 
-398 442 


Mother describes 
marriage as unsatisfactory 


545 
Mother frequently uses 
physical punishment on 
abused child 
327 
677 


S Natural father of abused child 


Mother unmarried 
absent from home 


at time ef interview 


.262 
.420 
sd Pre-marital conception - not 


Lack of at least one 
necessarily abused child 


basic amenity 


Abused child 
illegitimate 


Vig. 5.1. Mothers unmarried status and absence of the natural father. 
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Criticism of others 

(High score of 6+) (On 
hostility and direction 

of hostility questionnaire) 


.353 
Guilt (3+) (On Projected hostility/ 
hostility and direction a delusional hostility (2+) 
of hostility questionnaire) 573 (on hostility and 


direction of hostility 
417 questionnaire) 


Mother neurotic (Psychiatrist's 


Diagnosis) 
.227 -390 
Mother expects -266 Mother has Personality 
Obedience (at abnormality 
2nd or 3rd 


(Psychiatrist's diagnosis) 
request) 


Has no friends 


Fig. 5.2. Mothers Psychological state. 


we are reminded of the ‘cycle of deprivation’ 
child escaping from home in circumstances w] 
unhappy home. 
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Child not excitable 
(lively by day) 


Mother (says she) does not 
keep track of child's 
whereabouts (if toddler) or 
wellbeing (if baby) by 
looking every % hr or so 


.337 


Mother hasno = No opportunities for 
= x 
breaks from child 


social activities .345 


Tis 
?- 5.3. Mothers social activites. 


Father has personality 
abnormality (Psychiatrist's 


diagnosis) 
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Father's (own) father .. .681 Father's (own) mother 
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unreasonable (in s Mm unreasonable (in 
discipline) SSU discipline) 
“2, 
75 | 1 .262 
SS 
Ns Mother under 20 (years old) 


N at birth of first child 


Vig S > " : 
5.4. Fathers’ relationship with his parents. 


"T" These, then, are the major clusters of variables. Many other associations exist 
ch are secondary to them but which may be useful and are available for perusal 
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Validity 


There will be questions about the generality of the clusters we have found, and some 


comment is called for. The Birmingham study was deliberately designed to exclude 
as far as possible cases where abuse had n 


two doctors were in agreement that, on medical grounds inj ik 


key characteristics is to be applied to children ‘at risk? i ig 
For cases of child abuse, of a wide range of severity, 
this paper may be considered applicable, and the basic dat 


pregnancies were assessed on these variables and followed up. In fact 


such a sample could receive preventive attention based on present knowledge, so 


reinforcing (or negating) the predictive value of research on the remainder of the 
sample. 
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Recognition in the individual case 


Helpful as surveys and overall statistics may be in enabling us to come to grips with 
the nature of the problem, we have at some point to move from large-scale analyses 
to a description of the individual case. There are many cases where the diagnosis is 
difficult; cases where the parents deny injuring the child; and it has often been asked, 
which or how many characteristics must the family possess for the child to be re- 
garded with confidence as physically abused? 

This is a more difficult task and it may be helpful if we pinpoint a few problems 
Which arise. First of all we have asked whether one can differentiate an abuse from a 
control case in terms of the number of adversities by which it may be described. 

Of the 62 possible adversities considered in the exercise, Index sample cases 
had an average of 21 while the controls had an average of eight. The two distributions 
of numbers of adversities show (Fig. 5.5) that only three of the 53 Control cases had 
more than 14. So that possessing a score of 15 or more adversities, here, is a fairly 
good indication that we are dealing with a case of child abuse, although the occasional 
mistake may still be made. 

But 28 of the 134 Index cases were just like the Controls in having fairly few 
adversities, so how do we deal with these? There are some characteristics which never 
Occur in the Control sample, so that we might be able to say that if there are under 
15 adversities, arid if such and such a characteristic is found, we can be fairly sure we 
are dealing with child abuse. Now those characteristics are: acquaintance Gf less than 
Six months before marriage, marriage unsatisfactory, partner rejects the child, mother 
Says she was a poor scholar, her own mother was unreasonable in discipline, as was 
father’s own mother, and mother has a criminal record. But the occurrence of these 
characteristics is not that much more frequent in the Index sample, although in each 
Case, it is significantly more so. The frequencies range from 15 to 45 per cent of the 
sample being affected. How often do these characteristics occur among Index cases 
with fewer than 15 adversities? We can identify only a further 10 among the 28 by 
the criterion of possession of just one such characteristic. " 

One lesson brought home by the distributions is that non-abusing families can 
also present with quite a few of the key characteristics in child abuse, so that far from 
thinking in terms of any one factor which is typical of child abuse, we should with- 
hold judgement on the individual case until we have a more wide-ranging and balanced 
View of the situation. 

The Control families were very young and for that reason probably incomplete. 
It is possible that those which had many similarities with abusing families, became 
Such, later on, and these families with difficulties could probably do with help in any 
case. 

In this kind of analysis where individual profiles of features are being drawn up, 
one discovers the quantity of factors on which, for an individual case, we know noth- 
ing. Taken as a whole, the results were very acceptable, the average number of known 
characteristics among the 62 being 50.4 (81 per cent) for the Index and 52.5 ( 85 per 
cent) for the Controls. 

However, this still means that a great many individual profiles have gaps where 
adversities may or may not exist. If we exclude all cases which have more than six 
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‘not knowns’, (the figure is half way to the average number of unknowns) we are 
left with only 50 Index and 14 Control cases to compare. This time the two distri- 
butions of number of adversities shows (Fig. 5.6) that no Index parent had fewer 
than 11 adversities. This Suggests that many of those marked as having few adversi- ; 
ties in the total Index sample in Figure 5.5 are also those who have many ‘not knowns 
in their profiles. Perhaps therefore. it would be fruitful in practice to make a special 
effort, in cases of suspected child abuse where the sum of known adversities is low 
enough to hinder differential diagnosis, to obtain as much information as possible on 
all key characteristics. But it has to be admitted that a similar effort with a non- 
abusing sample will produce cases where there is a higher sum of adversities too. 

We probably have to conclude that the matter of identification must be left 
to the now-familiar methods of vigilance and medical opinion, but that a large number 
of variables have been found, which occur considerably more often in abuse cases. 
One might go so far as to say that cases with more than about 15 adversities among 
62 key characteristics are highly likely to be abuse cases. This figure is not, of course 
to be taken as absolute, but for the time being may be a fair guide in the matter of 
prediction or identification. Furthermore, links have been found between certain key 


characteristics which are meaningful and may be of use in treatment and prevention 
of re-battering. 
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Discussion 


Case work is an affair of the heart, epidemiological study of the head. Can epidemi- 
ological study identify abusing parents through the recognition of clusters and if so, 
with what degree of certainty? In order to direct social work to the client with the 
greatest need, the prediction of the potential abuser and the concealed abuser was a 
priority for child abuse work but left the much larger problem of families in danger 
of breaking down, where the need for help might be as great and where the chances 
of rehabilitation might be greater. The study reported by Ruth Hanson provides 
satisfying evidence that certain clusters of data have a predictive value. The question 
was raised whether data on abusing parents could be compared with data from a 
‘normal’ population. Some tendency towards violent and abusive behaviour could 
be present in controls. What would be of great value would be to know what con- 
centration of risk factors are shared between those who abuse and those who do not. 
Common observation suggests that within the same harmful socio-economic milieu, 
child abuse is not a constant and many violent people spare their children. Such a 
study, hard as it would be to mount, might shed light on causative factors. 


6. The questionnaire asa 
research tool 


ROGER D. FREEMAN 


"There is no virtue in the mere attachment 
of numerical values unless the numbers 
have a point and a purpose’, 

Rutter, 1977 


Introduction 


search purposes; we probably all receive € 
rofessional capacity or as citizens. Potentially, 


analysis and reporting of re 
selves that the findings are 


valid, may possibly, be adapted with little, if any, c 
4 Obtain necessary sanction. 


separate study of non-responders, which if often very difficult 
rate of return, in fact greater than 60 per cent is important. 
54 
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6 Other ways of maximising response. It often helps to state the goal of the 
research succinctly. The questionnaire should be designed in such a way that little 
work is required, especially at the beginning of the questionnaire. For example, 
Sometimes specific statistics are asked for which are not readily available in the form 
requested. This may take special effort. Similarly, questions of a highly personal 
nature should probably be placed further on in the questionnaire after the ones 
which are less difficult. or else be omitted entirely, if they are not highly relevant. 
Enclosing a return envelope with a stamp on it is another standard technique for 
increasing rate of response. 

7 Pretest the questionnaire. One of the most common errors is to omit pre- 
testing. No matter how good the questionnaire may seem to be, no matter how clear 
the questions, it must be tested in advance on a small group of persons smilar to those 
who will be receiving it. Actually, two phases of pretesting are necessary to ensure 
that the first revision is effective. A tremendous amount of later effort can be saved 
by this method. Otherwise, unrealised ambiguity of questions or terms leads to 
Strained interpretation of replies or the necessity to omit that part of the analysis 
altogether. 


Problems 


1 Relationship between reply and behaviour. It is well known that responses 
to questionnaires or in interviews may not represent actual behaviour under the given 
circumstances (Costello, 1966). For example, the theoretical question of whether or 
not a facility will accept a certain type of case may be unrelated (or weakly related) 
to the acceptance of an actual applicant. People often reply on the basis of their 
judgement of appropriateness. Thus, validity must be demonstrated through some 
Other technique. 

2 Semantics. People working in a special field become accustomed to certain 
terms and expressions, and may wrongly assume they are generally understood. The 
pretesting procedure will help identify these ambiguities. But some attention also 
needs to be given to the phrasing of questions. For example, questions which are 
Semantically opposite may not be replied to in identical. but opposite, fashion. This 
is a question of design which is beyond the present discussion, but covered in Costello 
(1966) and Anastasi (1968). 

3 Temptation toward over-inflation. 
discover that a questionnaire survey is planned to attempt to ‘piggy-back’ questions 


or interests of their own on top of it. Generally, it is wise to resist this because of the 
relationship between brevity and rate of response. 

4 Class intervals of numerical data. One very common problem is to inquire 
about numerical data such as income, or frequency of a behaviour, have the respon- 
dent check a box representing an interval, and then code this later. The difficulty lies 
in dividing up the continuum. For example, there may be no responses in a particular 
class interval, and too many responses in another. Or the class interval may be so 
large that the within-group differences are larger in many cases than between-group 
differences. As an example, suppose we are asking how long a particular type of 


It is not uncommon for colleagues who 
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behaviour has been present. If the 
months; 6 - 11 months: 12 
that replies of 5 months an 
two different classes, and t 


respondent has the possibility of choosing 0- 5 
- 17 months; and 18 months or greater, one can easily See 
d 6 months, differing by only one month, will be placed in 
he coding for research purposes will be the same as for j 
answers of 1 month and 11 months, a 10 month difference. In such a case, one woul 
have to consider either using the actual number or dividing the class into a larger 
number of intervals (Guildford & Fruchter, 1973). 

5 Who answers the 
consider whether questio. 


to parents, does it matte 


then one has to have some method of ensuring that it is done either together or 


separately. One must also consider parent-substitutes, whether their IMP 
be included, and whether in fact, there is an opportunity for such a person to indica 
his or her relationship to the child. If the questionnaire is going to a facility pn 
Sort, there may be a tendency to have the director delegate it to a subordinate withi 
the facility to answer it, so that one may have to consider directing the questionnaire 
to a person in a specific position, if this is important. It is always a good idea to re- | 


quest the name and position of a person answering the questionnaire in a facility 
response. 


6 Sample size. Depending upon the nature of the hypothesis, and how the 


results will be used, it may be necessary to obtain statistical consultation on the . 
required number of responses. Often this is not thought of, and then the conclusions 
obtained are of questionable value. This is a subject fully covered in Guildford and 
Fruchter (1973). It is best to think about a minimum 60 per cent return rate. 


Format 


» for the person filling it out needs to have some sense of progress rather 
than going endlessly from one question to another. 


2 Provision for coding. This will be covered to s 


ome extent in the following 
section on computerisation, but it is often helpful to le. 


times, if this is done properly, keypunch operators will work directly from such 
sheets without an intermediate step. 
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indicate that he does not know the answer or is unsure. All of these possibilities must 
be considered, and categories provided for coding purposes. If, on the other hand, 
narrative descriptions by the respondents are to be used, rather than checking a box 
for a pre-established category, the categories into which this information will be coded 
Should be established by pretesting. Even after some pretesting, a coding choice of 
‘other’ will be necessary. This will cover unanticipated or unusual responses, and will 
be a signal to those working with the questionnaire that these answers may need to be 
looked at again. 

4 Inclusion of rating scales, etc. Some questionnaires may include previously- 
validated rating scales, semantic differential designs, and other techniques. The 
problems in use of such measures are discussed in Costello (1966) and Anastasi (1968). 


Computerisation or analysis 


t is necessary to have clear criteria for the 
ed in advance. It is even necessary 
wers or when a person marks a 

al or interval scale. 


1 Coding. As previously mentioned, i 
categories. Operational definitions must be establish 
to establish a convention for dealing with double ans 
Space midway between two choices, such as on an ordin 

2 Use of Fortran sheets. In North America, we usually use these sheets which 
have 80 vertical columns and 28 horizontal rows. They are used by keypunch oper- 
ators, but can also be employed, when the amount of data is not huge, for visual 
inspection. If it is not certain whether complex operations on the data will be neces- 
sary, it is best not to depend upon transfer of the coded material directly from the 
questionnaire sheets to the keypunch cards. The data should be transferred to Fortran 
Sheets so that a certain amount of work (or all of it) can be done directly from them 


if computerisation is not necessary. 

3 Case numbers and control numbers. 
each child, family or facility. If a control cas 
it the same number as the index case, using a 
reference is to the index or the control. Thus, one might have two, three or four 
columns for the case number (depending upon the total sample size), then the next 
column to indicate index or control, going on to‘additional material in subsequent 


columns. 
ariables. Vf the 80 columns are exceeded, it 


4 4 Treatment of large number of v 
1$ necessary to use two or more rows for each case. A few extra columns should be 


left at the end of the row, in case additional unanticipated material needs to be 
introduced later. (Example: In a recent questionnaire, I received a number of multiple 
responses from a few facilities. The questionnaire had been photocopied for each 
member of the staff to answer. It was necessary to use a separate column to indicate 
whether or not this had occurred. Some of the respondents sent important enclosures 
and an additional column was needed to indicate this, so that the information could 
be retrieved later. Beyond that, some people wrote comments on the questionnaire 
sheets which could not be coded, but which needed to be taken into consideration. 


This involved still a third unanticipated column). 
5 Visual inspection methods. If visual inspection of Fortran sheets is used as 
the method of analysis, rather than computerisation, it is often helpful to use 


Ordinarily a case number is assigned to 
e is being used, it is often helpful to give 
separate column to indicate whether the 
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different colours when the data exceeds one row. For example, one may use blue ink 
for the index case and red ink for its control case. Then one can run one's eye down 
à column and pick out easily all of the indexes or controls. Alternatively. where one 
is not using controls but has two rows of data, the first and second rows may be done 
in different colours for similar reasons. Otherwise, one will have to keep checking the 


left-hand margin to find the appropriate row, and many errors will be made. 
6 Correspondence betwe 


this may seem a very small and technical point, errors are frequently made in trans- 


ferring data from questionnaires to Fortran sheets and then to keypunch cards because 
he item numbers on the questionnaire and the 

- For example, item no. 1 in the questionnaire may 
€ Fortran sheet because of the necessity to enter 


ts) or by spacing the items on the questionnaire 
in such a way that the coding boxes on the right hand side of each page (which will be 
naire) are arranged in a pattern which is 

to the coding box corresponds to the Fortran 

ire number. Of course, one can also deal with this 
to the questionnaire items themselves. 


Ones are infinitely easier, 


These remarks are applicable to many questionnaires, but probably not to all, 


and I have not attempted to address myself to the specific area'of child abuse. I 

would imagine that questionnaires in this field might involve such possibilities as: 

he Those addressed to facilities or agencies to determine current practices or 
numbers of cases being seen; 


2. Questionnaires to individual practitioners, such as physicians, attempting 
assess either their numbers of cases of this type or their opinions about manage- 
ment and referral; 

3. Questionnaires to the general public; 
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4. Questionnaires to be used with child-abusing parents and perhaps a control group 

in an attempt to determine differences in personality, or to predict future abuse. 
Each of these approaches will require different methodology and format. Prediction 
may be particularly difficult. One reason for this is that child abuse is more likely to 
occur in unstable families who may be more difficult to locate for follow-up. The 
establishment of area-wide or country-wide case registers so that families can be 
located even if they move far away may be one way to deal with this. 

For a more adequate investigation of attitudes and certain areas of personal 
functioning which may influence child abuse, questionnaires may be insufficient and 
interview data may be necessary. 

I have not attempted to review here questions of research design, a complex sub- 
ject in itself (Campbell & Stanley, 1966; Rutter, 1977). However, it is hoped that this 
presentation of some of the difficulties in the use of questionnaires will be of value. 
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Discussion 


The importance of questionnaires was generally accepted not only for the gathering 
of information but also as a tool both for research and to assist practice by listing 
and defining data of importance. Most professionals assumed that it was within their 
competence to design and to interpret questionnaires, although this was not, by any 
means, certain. Even advice and criticism from the statistician was not enough. The 
Sociologist and the psychologist besides commercial advisers could give essential 
help in the design of the actual questions and their order. The problems of confi- 
dentiality also arose; an especial difficulty could be the ethical one of whether infor- 
mation could properly be extracted from a client who had not been warned of the 
purpose for which the questions were being asked. In North America there were 
legal implications since from the point of view of the law the information might be 
used ‘against’ the client in criminal proceedings. The questioner was truly seeking 
information in order to help the child and the family, yet the client who was after- 
wards prosecuted for cruelty or neglect could hardly be expected to see it in this way. 


60 CHILD ABUSE 


On the other hand, the val 
the client gave spontaneous re 


7. Development of children from 
abusive families 


CAROLYN OKELL JONES 


The Battered Child Research Department of the NSPCC operated as a community 
based social work project which accepted referrals from hospitals, general practition- 
ers, maternal and child welfare clinics and other social agencies in three Inner 
London Boroughs between January 1970 and September 1973. The main thrust of 
therapeutic intervention was directed towards meeting the parents’ needs and foster- 
ing their emotional development through long-term, intensive, home-based case-work, 
including the provision of practical help. It was hoped that they in turn would become 
More sensitive to their children’s needs and the skewed dynamics of parent-child 
interaction would be altered. Relief from the children was regarded as a vital part of 
treatment. Part way through the project, the Department opened its own therapeutic 
day nursery in premises close by the office, for some of the battered children and 
their siblings. 

A detailed account (Baher, et al., 1976) of the Department's work with twenty 
five families in treatment over a period ranging from eighteen months to four years 
has recently been published. Additional papers by the writer (Jones, 1975, 1977a, 
1977b) have included a summary of the main findings and a critical evaluation of 
the progress made by the parents and children. This report is confined to findings 
relating to the children at the time of final evaluation. It highlights the shortcomings 
Of the service in meeting their psychotherapeutic needs and makes some recommend- 
ations about future intervention. 

All the children accepted by the Department were under four years. Fourteen 
had severe injuries, two moderate and four minor. The remaining five had no current 
injury on referral, but were considered to be at high risk of abuse. Two children died 
and four suffered permanent physical or mental handicap as a result of their referral 
injuries. 

At the time of final evaluation, twenty of the surviving battered children were 
living at home with their parents. All but three of the children were placed in some 
kind of care, day or residential, at some point in treatment, as casework alone was 


regarded as an insufficient safeguard. 
Subsequent injury to the battered child and siblings 


The supportive, intensive care provided for the families was, in the main, effective 
in reducing the incidence of repeated, severe non-accidental injury to the children. 
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However repeated, minor undefined injury in these children in our care bain 
à major problem for the social Workers and the parents alike. The problem " KE 
pounded by the fact that children already defined as battered or at high risk “ae 
abuse are under closer surveillance and the likelihood of observed injuries is gre of 
In recording subsequent injuries, all those for which there was no definite proo 
accidental cause were included. On reflection this criterion may have been too ee 
rigorous in that any external marks, be they scratches, bumps, or bruises, were 
if no adequate explanation was forthcoming. 2 available 
During the three year period after referral, twenty two children Were E e 
for possible injury in the home. Of these, twelve received injuries for which eis aui 
Was no adequate explanation. These figures might appear to be high, but, mn fac atl 
two children suffered a serious injury and three moderate injuries during this d 
The rest suffered minor injuries which did not warrant medical treatment and " ries: 
sustained permanent physical or mental disability as a result of post-referral inju 
The highest rate of injury occurred during the first year of treatment. cof 
Subsequent injuries to siblings of the battered child were also recorded. nd 
a possible total of thirty two, seven siblings were thought to have been oo, y 
their parents during the three year period following referral. One child receive 
moderate injuries and the remainder minor injuries, with two children dads m 
recurrent minor injuries. The fact that siblings were also injured lends support sand 
view that there is often very little difference in parental treatment of the sibling; 
the battered child. ful inter- 
An important point to emphasise, when considering criteria for success si 
vention, is that even if the tisk of physical injury has diminished, there still idu Mt 
the question of whether the home environment is conducive to the child's emo a 
development. This remained a matter of great concern in a number of our cases 
raises issues far beyond those related to non-accidental injury. 


Parent-child interaction 


Only slight positive changes were noted in most aspects of parent-child relationships: 
leaving many doubts about the effectiveness of our treatment service in improving 
the quality of parenting. Lack of acknowledgement of parenthood and failure to 
enjoy children persisted. dris indi 
The majority of children still had homes where empathy and sensitivity 
needs were lacking, where inconsistent, often harsh discipline remained the pec 
where parental expectations remained inappropriately high and where little posi 
reinforcement took place. i A 
As we have sensed that most of our parents were demonstrating an emotio 3 
rather than an intellectual block to understanding their childrens’ needs and set 
opment, we tended to underplay direct educational work with them. We now hien 
that more attention should have been focused on helping the parents to learn wn 
try out alternative child rearing techniques and different approaches to daily chi ae 
care routines, once a relationship of trust had been established. In recent Les - À 
practitioners, (Alexander et al., 1976, Jeffery, 1976) have developed practical way 


: ^ s HUE 
of changing parent-child interaction in families of n MUN which 
would fully endorse as part of a comprehensive treatment p 
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The development of the children 


Psychological assessment of the children showed marked improvements in language 
and cognitive skills which is encouraging. It seems that the Department's system of 
care helped to restore the child's overall developmental status in most cases. 

those placed in the therapeutic day nursery showing the greatest improvement of all. 
However, psychological assessment also indicated that these children's family rela- 
tionships remained distorted, especially their relationships with their mothers, and 
differed from those of non-abused but deprived controls. 

At the time of the final evaluation, the social workers in the team observed 
that the children tended to fall into two groups, the introverts and the extroverts, 
displaying clusters of symptoms similar to those described by other practitioners 
(Galdston, 1975; Bishop, 1975; Martin and Beezley, 1976a). 

The introverts were children who, at the time of referral, had seemed with- 
drawn, controlled, wary and generally lacking in energy and interest. Now they 
appeared healthy but delicate, fairly sprightly and spontaneous, aware of themselves 
and sensitive to their surroundings and other people. Some of these children showed 
traits of obsessive neatness in their behaviour, wariness of their parents and perhaps 
àn over-eager compliance and willingness to please others. They seemed to be holding 
in their feelings but the appearance of recurrent problems such as enuresis, food 
refusal and sleeplessness, suggested that these were highly sensitive and anxious 
children. 

The extrovert group consisted of robust, hyper 
Careless of personal danger in the environment and often prone to accidents. Some 
Were aggressive or destrictive, uncontrollable and liable to temper tantrums. They 
Were easily frustrated and distracted and unable to involve themselves with others 
Interaction with groups of children or their parents tended to trigger this reckless, 
violent behaviour, which seemed imitative of their parents or siblings. Though many 
of these children had shown similar characteristics at the time of referral, a few 


developed them at a later stage. 


In our estimation only eight of th 
be making reasonably satisfactory and sustained emotional development. Of the 


remainder a few had serious emotional problems which caused grave anxiety about 
their future development. A few were like weathervanes, reflecting the moods of 
their parents be regressing or displaying disturbances when the home situation was 


Particularly stressful. Some of the battered children and their siblings were already 


active and clumsy children, 


e twenty three surviving children seemed to 


Presenting problems at school. 


Shortcomings of the service in meeting the psychotherapeutic needs of the children and 
recommendations for the future 


Our findings suggest that insufficient attention was paid to the psychotherapeutic 
needs of the battered children and their siblings both in the treatment programme 
as a whole and in the therapeutic day nursery. In the day nursery setting, we now 
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think that we tended to overe 
children leading to some degr 
formed 


r the 
mphasise the therapeutic claims of the parents adds 
ee of confusion and conflict for the satff. oaks 
special relationships with individual children they were not able to eee 
the specialised help which many needed. Consistent paediatric care and rA 
monitoring, speech therapy, physical and/or occupational therapy, specia om 
help and various forms of psychiatric therapy, such as play therapy, group TERT 
or individual Psychotherapy should all form an integral part of future eun m 

Programmes. [t is vital in our attempts to meet these children's needs that at id 
one adult has the concern, skill and time to earn their trust and to enter vs x are 
of their thoughts and feelings. Clearly training programmes for all workers, bts 
likely to come into close contact with abused children, should pay more aeter pre 
to developing their communication and therapeutic skills with children. Ano den 
Tequisite for such workers is a solid grounding in normal child development in of 
that they may quickly recognise the abnormal, including the more subtle dues 
disturbance. For example, some abused children, especially those who are fors 2 
overly friendly (forming indiscriminate attachments to adults) and who ex i vau 
‘good’, compliant behaviour, may be regarded as normal, but in fact have signi 
deepseated psychological problems. 

Ideally we think that t 
providing therapeutic day ca 
Galdston (1975), Ten Broek 
and Alexander et d., (1976) 
family centres in Which a m 
kind of setting also helps to 
facilitates close communica 
treatment process. 


; n 
he workers treating the parents and those involved ee 
re for the children should be based under the sam an 
(1974), Lynch and Ounsted (1976), Bentovim eni 
have discussed the great value of special day or 1 This 
ulti-faceted treatment programme can be Le E 
avoid polarisation of parents’ and children’s nee bn the 
tion and mutual support between all staff involve 


z 3 " j children 
Another questionable aspect of our intervention in relation to the chil 
arises fi 


time, we opted for small residential n 


á han 
ursery or family group home care rather th 
foster care. This view depended on a 


tation 

favourable prognosis for the child’s rehabilitat 
hildren would not need to be in care for long 
ere making their emotional needs a less important criterion da tà 
choice of placement than the extent to which the parent-child relationship pret 
encouraged and enhanced during the separation. In a group care setting the chi 
caretaker relationship is more diffuse and seems less threatening to the pee opi 

With hindsight we now feel that in some cases a consistent, warm foster s 
would probably have Proved a more emotionally fruitful placement for the you h 
child than a children’s home. Unfortunately it is difficult to predict the length i» 
this stay when making initial plans or to guarantee the consistency and e e E 
value of foster care. A matter of increasing concern amongst practitioners is tha 
is not uncommon for battered children to evoke an abusive response from sene 
satisfactory foster parents. Undoubtedly, foster parents take on a very iie E 
when accepting an abused child into their home. They require am erede 
Support, education and consultation in dealing with piene vip ius pe seen 
parents than they receive at present. We would endorse Marti 
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plea that such foster parents should be regarded as part of a multi-disciplinary thera- 
peutic team which provides consultative services and shares information to the full. It 
is increasingly apparent, that simple manipulation of the social environment (e.g. 
foster home placement) is not enough to correct the psychological trauma of child 
abuse. Removing a child from an abusive situation must not be regarded as the end 

of treatment, but merely the beginning. There is an urgent need for systematic research 
into the relative merits of various kinds of protective placements for abused children 

In comparison with the home environment. 

Undoubtedly, permanent separation of the child from his family is another 
therapeutic option which should be considered more frequently than it is at present 
in child abuse cases. Again with the benefit of hindsight we now feel that in several of our 
cases the child's interest might have been better served if the focus of our intervention 
had been on helping the parents to relinquish their child rather than on working 
towards rehabilitation. However, in the recent move in child care thinking towards a 
greater emphasis on the rights of the child as an individual, (Goldstein, Freud and 
Solnit, 1973), there has been a tendency to assume that it is relatively easy to decide 
that a child has no long term future with his family. In our experience, such a prog- 
Nosis may be difficult to make until one has known the family for some time, and 
Yet, only if decisions about separation are made early on in the casework process, 
can frequent disruptions of caretaking for the children be avoided. Of help here, 
Would be the setting up of more residential assessment and treatment centres similar 
to the one at the Park Hospital Oxford, England or Circle House, Denver, U.S.A., 
Where the whole family could be intensively observed in a safe place over a period of 
Weeks or months. The family's response to efforts to augment their caretaking abilities 
and capacity for change could then be evaluated, as well as the quality of parent- 
child interaction. At the same time the child is protected and assured optimum growth 
and development by means of a stimulating environment. Another goal would be to 
establish more scientific and legally acceptable criteria for court determination and 
disposition than are now available. This seems vital, in view of many of the provisions 
of the Children Act 1975, for example, the provision which has been brought in, as 
additional ground for dispensing with parental agreement to adoption, that the parent 
Or guardian has seriously ill-treated the child and, because of the ill-treatment or for 
Other reasons, the rehabilitation of the child within the household of the parent or 
Buardian is unlikely. 

It is evident from our study and the few follow-up studies conducted by re- 
Searchers in other countries that abused children and frequently their siblings experi- 
ence considerable physical and emotional suffering and that their development is 
impaired in a variety of ways for a variety of reasons. However, it is important to 
emphasise that the information available so far is mainly derived from relatively short 
term follow up studies. There is an urgent need for resources to be allocated to longi- 
tudinal studies of these children. In future, child abuse treatment programmes should 
include comprehensive developmental assessment of all non-accidentally injured 
children (and wherever possible of their siblings) and should ensure that they are 
kept under periodic review by medical, psychological and social work personnel so 
that their development can be closely monitored. Longitudinal studies of an inter- 
disciplinary nature, which such a review would provide, would enable assessment to 
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be made of the long-term effects of v. 
would alert professionals to any ong 
Such an approach would enable us t 


arious types of therapeutic intervention, iud 
oing special treatment needs of abused Ms i 
o learn more about what happens to abused 

ting latency and adolescence and during the i 
ners and embark on parenthood themselves. 

the mechanisms underlying abnormal ose so 
hat we can hope to break the cycle of violence 


ndings on abused children to date (cf LASSL(75)29) and cdd 
i ned at improving the quality o 


inn ^ rotection 
ren, to supplement those on ‘saving’. Martin’s (1976) Child Prot 
Team format w 
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Discussion 


A common complaint about the attitude of the law is that it seems to concentrate 
attention on the criminal, while displaying little interest in the victim and his 
Sufferings. In child abuse, to some extent the reverse holds true. The moral of Harold 
Martin's talk, that our concern is with abused children rather than with child abuse, 
Seemed to bias our thoughts in the direction of the victim, the child, a natural view 
for both child psychiatrist and paediatrician. Yet neither group thinks of children 
alone and out of the context of some kind of ‘family’ care. It can be argued that the 
Parents, who act criminally are themselves also victims. The discussion therefore, 
while starting with the child, his reactions to abuse and neglect and even his contri- 
bution to his own abuse, after considering his needs moved to the needs of families 
and how these could be supplied. The importance of studying the impact of this 
intervention provided Carolyn Okell Jones with one of her main themes. 

The study of abused children shows a diversity of reactions or adaptations in 
which personality and character play a large part. The style can be ‘withdrawn’ or 
‘obstreperous’, ‘aggressive, noisy, hyperactive’, or ‘compulsive, neat, orderly and 
worried by mess’. The children seem locked into a narrow range of behaviour. Valued 
for what they do and not for what they are, they have a low self-esteem. They do not 


known how to have fun and many of them ‘tease’ their caretakers by fighting, temper 
tantrums or bed-wetting. How far are these reactions innate and how far the results 


of neglect and deprivation? The effects of maternal depression on a child and his own 
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reactions to depression need stud 
verbal stimulation and lack of op 
conceptualisation and the growt 
neurological defect may invite a 


Y. Poor nutrition diminishes brain growth, lack of 
portunity to explore may limit abstract rue 
h of language skills. The child who already has hance 
buse and neglect, which in its turn removes all cul 
of his improvement. The child's food refusal, vomiting or soiling or screaming dn E 
inopportune moment may trigger the crisis. The severity of the injury that resu 


` $ nt on 
a matter of chance. The effect of dashing a baby on its cot depends in the eve 
where and how it lands. 


The child’s needs var 
constancy’, for the certain 
ever happens’, without wh 


r^r ‘object 

y with age, but a thread runs through, the need for is 
ty of having ‘someone else who is important to you v dict- 
ich the future will always remain uncertain and Fg 
able so that the child, especially the ‘separated child’, is insecure and feels id 
The child is deprived of what is now called nurturance and later of that poer 
mixture of discipline and stimulation which is essential to the build-up of pi im 
and eventual maturity. The follow-up studies of Carolyn Okell Jones and of I 2 
Martin allow us to define and draw a picture of some of the long-term effects Ps much 
childhood of abuse and neglect. Many more follow-up studies are needed and i. 
longer periods. Does the outlook vary with the age of the child at the time of imi 
battering or of the consequent separation? How far is the future influenced 2i years 
quality and the character of the professional intervention? The first two or thre 
of life were thought to be the most sensitive, à > parents, 

The discussion moved to the problem of providing the child with good € 
a necessary safeguard for the child’s right to health. If left with his own lucc i 
parents after abuse, the absence of evidence of further abuse or injury wasan an 
cient guide. In many abusing families the abused was also the neglected child. urvéil 
biological parents need instruction from workers visiting the house, and amiy d 
lance by regular visits to a health centre or a hospital clinic. For children over ior 
old, retired teachers might form a valuable pool of helpers from which ie pul NC 
younger children, nursery schools can provide a good environment in which mo k 
can learn, but at present the places are occupied by children whose mothers thin 
that their children need them and often the educational element is lacking. Hed these 
fostering can relieve mothers of the strain of continuous responsibility, but in al jindin£ 
environments the staff must be aware of the family's problems and needs. in 
should be more than a convenience and should make a positive contribution to th : 
child or the baby’s development as well as helping to show the mother how to cop 
with her problems, Toy libraries and play visitors can contribute. : blems 

With regard to foster-homes, the group, while aware of the personality nupt" 
that can arise, felt that much more could be done to include fostering in the trea dea 
of the whole family. The foster-parents should be prepared so as to act as and be r 
nised as part of the caring team. iological 

Besides providing the child with ‘good parenting’, they also help the biolog i 
parents to come to terms with their problems. This is seen as a triangular id n 
between child, biological and foster parents. The psychiatrist and the psychologis 


i i ith 
have important parts to play not only with parents and with children but also witl e 
those giving care. What is needed is to improve the relationship between child, pare 


i in isolation- 
and care-givers and this cannot be done through work with any one of them in iso 
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Types of combined family activity could be explored and discussed with parents. 
When short-term fostering is used, the question arises of how long a time should 
be given to the biological parents to re-establish themselves. The criteria suggested 
for deciding when the time has come, which must vary with the age of the child, are 
these. Do the parents now enjoy the child - and each other? Are parents really co- 
operating and managing the child? Are there ready life-lines which the parents are 
Prepared to use? Have they achieved better control of their impulses so that in a crisis 
they can think out rather than act out? What has been their reaction to recent events? 
A time limit should be set for rehabilitation of the family, perhaps of one or two 
years, and failure then should in the child's interests lead to the severing of the parents’ 
tights. If the child does return home, the family will certainly need continuing help 


and guidance. 

The group felt that many more substitu 
up services are needed in which can be given t 
above. Without the biological parents, the child 1 
has no sharing of family history and family jokes, important contributions to the 
child’s feeling of identity. On the other hand parental access to children in foster 
homes is a fruitful source of conflict. Some consider that these meetings might be 
better arranged in social welfare offices, but others suggested that the emotional 
problems natural in the circumstances should be talked over openly and that such 
discussions would not only improve relationships but also provide important insights 
into the meaning of good parenting. 

Of paramount importance is the recognition of vulnerable families and the 
establishment of a bridgehead before damage is done. A good relationship then can 
in time allow the worker to exercise an acceptable influence on family interactions. 
Pregnant high risk women should have regular ante-natal meetings, and extra support 
in and for a time after the peri-natal period. Ante-natal care can only develop into 
this new pattern after obstetricians have a greater awareness of the nature of the 
problem. Both medical social worker and paediatrician should be involved and 


psychiatric help should be available. 
Older children, who have lived all their lives in violent families, may be excluded 


from school because of their own violence and lack of discipline. If, as seems likely, 
these children are inviting abuse as a form of testing out, then these children are 
candidates for self-mutilation, over-doses and delinquency, and psychiatric units for 
their treatment are required. Such deviant behaviour as truancy, delinquency and drug 
Over-dose, is common in the history of abusing parents. Deficient nurturance or 


Outright rejection are features of the child murderer’s background. 
The needs of two other groups of people, the sibling and the helpers, were also 


discussed. In all follow-up plans as well as studies, the progress of siblings should be 
assessed. The stress on helpers who work with abusing families should be recognised 
by their employing authority and the necessity for support and for good conditions 
of work given practical expression. 

This wide spectrum of needs which follows our concern with child abuse and 
neglect should be examined in each area. This may be one of the functions of the 


Area Review Committees. 
The needs of social workers and of other care-givers were discussed in greater 


te family homes with professional back- 
he kind of therapeutic care outlined 
oses contact with family lore and 
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enough to the parents and Share their worries first, a degree of direction can be giy 
accepted once they can recognise their need for help. Team work lessens the inten a 
of the personal involvement of the worker. Difficulties remain about the withdraw. 
of help in the interests of diminishing dependence. 4 

The damage that might follow inexpert and insensitive handling of children 
during clinical examination in hospital, is a matter for discussion with the British 


The difficulties of communication with children, especially the under ae 
year olds was also discussed. Here a Psychologist might help. Practical suggestio 


in full 
about training made by Ms. Jones were approved by the group and are printed in 
in Chapter 28, 


8. The monitoring scheme in Bath 


ANTHONY C. FAIRBURN 


Bath (population 86,000) was one of the first cities in the U.K. to set up, in October 
1970, a local interdisciplinary surveillance panel for child abuse, and has now accumu- 
lated six years’ experience. 

Last year we reported (New Society, 31 July 1975) after 4% years: 

l. The number, based on knowing the actual prevalence, of families at risk of child 
abuse to expect to have to monitor at any one time in ‘a city like Bath’ 

How the participation of the local panel worked, in giving through two of its 
members, regular fieldwork guidance aimed at very early intervention 

3. How defining the size of the problem helped the planning of better facilities 

4. The way the panel ‘gelled’ and the time needed to accumulate local lore. 

We suggested also that such a local interdisciplinary linkage system has potential 
as à model for extending ‘into the wider field of child deprivation and neglect’. It 
Could provide an early-warning system for all pre-school children, who might need 
enrichment or possibly more drastic measures at the earliest stage. 

This last has not yet been done, but a considerable extension 18 months ago 
almost doubled the catchment (156,000) by taking on two small country town and 
Commuter town areas in what was part of Somerset, spilling over the halfway mark 
to Bristol. 

We also became embedded in the Avon County central register, and reported 
thereafter in DHSS Memorandum terms. Because we retained our practical way of 
Working, with automatic monthly review for our high-concern families and quarterly 
review for the lower-concern ones, we can still give comparable figures. The system 
is assumed to be over-inclusive, simply because, as each year passes, we are not pick- 


N 


ing up late referrals in trouble. 


r 
Level of concern’ 


We have always regarded the level of concern as the key concept to which to work, 
reflecting as it does ‘what we know to be going on in this family at the moment’. 
High - For practical working we split the families into 'B's, who could not be 
left for longer than a monthly update. This did not preclude every other type of 
acute intervention, and we were usually aware of a ‘core’ group of 6 to 12 families 
Of major concern at any one time. 
Low - The larger numbers of a low concern (twice as many again) included some 
"B's? whose family circumstances had changed towards stability. Most were, in fact, 
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about them. 


a z s ; rget this 
With such a clearly Over-inclusive system the temptation was to lorget 


bigger task. The systern. through which were picked up a few, mostly mild but 
undoubted, child abuse cases, had to be kept up. 


DHSS categories 


. , P ial’. have less 
The titles recommended by the DHSS, ‘Known’, ‘Suspected’ and ‘Potential’, hav 
practical usefulness tha 


PEE : Y eee ' cases 
than the statistics collector might think. Of our ‘Known’ ca arate 
2 ek w 
), three are of low Concern to us, because of what we kno 


URS UE : e revi uarterly, 
ationship with the field-worker. While they are reviewed oes 
on the look-out for their individual danger signals, it would be wrong to equa 
‘Known’ category with'*Most Serious’. C 


onversely, the least strong DHSS term, 
‘Potential’, often 


all that the lack of observed facts allows one to say, eee m 
(half) of our present high-concern families, It would be a great mistake, ws tuin 
to treat these three DHSS categories as though they indicate ‘risk’ categories. 


Prevalence in Bath 


, als probably 
ers of cases in Bath. The cumulative totals pio 
atched) are represented out aues d e 
les, entering and leaving our categories of high concern (‘B 


t rience, the 
t the panels judgement, the members’ eyperende, pod 
*, the need (or not) to override a field-worker's asse 


Case conferencing and the local panel system 


i its 
The value of a tight, local-linkage monitoring panel system is not least because of i 
useful 


ness and stiffening effect in case conferences. These usually come together 
broadly in these ways: 


Is Initial/bedside type 
2x Urgent crisis blows up 
3; 


A major policy issue is the be decided (Section 2 care: graduated return to 
parents) 
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a Bath City proper 70,000 added 
75 ^U mber of families 86,000 rural/commuter pop. 
69 
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Fig. 8.1. Numbers of families under review. 
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High concern 15 


Low concern 43 Summated 


23 |i 
9 
^] 
5 4 3 2 1 


X egister 
present group of families has been kept on the regis 


5 4 2 2 1 
YEARS ON REGISTER 


Fig. 8.2 showing the length of time the 
in the two categories 


4. To over-ride the local system 
a) panel not ‘gelled’ yet 
i) still inefficient 

ii) to help educate and train 


b) departmental disagreement ork 
c) police, for instance, advise prosecution where surveillance and casew 

are felt adequate and 
d) headlines, or just a feeling that responsibility is getting too heavy an 


must be shared 


We would like to Suggest that the large case conferencing system, once the initial 


crisis is past, is necessarily ponderous and inefficient in monitoring week-to-week, 
month-to-month alterations in a family. It is no substitute for the quickly reacting, 
locally sensitive panel, once that is fully established. The strain of devolving respon- 
sibility from the centre is probably unimaginable to those of us on the periphery, 
yet it must also be remembered that a good local panel will be just as sensitive in 
calling conferences over crises and policy matters. 

We would like to hear views on the degree of overlap with the work of 
‘co-ordinating committees’ for ilies. appi E 
emotional neglect and child cruelty need to be defined and the amount of extra 


Discussion 


The group accepted Fairburn's point that level of concern about the family was in 
general of more importance in determining management plans than seriousness or d 
apparent triviality of the injury. Some cases where abuse was known to have occurre 
were in the low concern group, while half of the cases of high concern were among 
potential, not known, abusing families. This approach could be used to control the 
overloading of any monitoring system. There were some problems related to the 
concept of consensus about management decisions. Did this mean a majority . 
reached by a show of hands, a practice deplored by the group, or was it something 
more subtle? A case conference which fails to reach a consensus View can appeal in 


ili. 
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Bath to the monitoring panel, at which the field worker is not present. The appropriate 
member of the panel then discusses the panel's view with the worker of the same pro- 
fession. That not every profession is represented on the panel seemed t 
present a difficulty. In some areas and districts, the review committee has appointed 
a sub-committee to resolve such problems. It would be helpful to hear from Area 
Review Committees how they tackle the question of consensus. 


o the group to 


PART 2 


The educational element 


9. Mother's introduction to her 
newborn baby—the Denver 
film 


HENRY KEMPE 


The parent-child interaction is an accidental by-product of a controlled predictive 
Study on the prevention of child abuse based on observations made in the delivery 
room and in the first day of the baby’s life. The labour room nurses were asked, as 
part of the study, to give an answer to each of three questions: 

l. How does the mother (father) look? 

What does the mother (father) say? 

What does the mother (father) do? 

Video taping, with both parents’ permission, obtained both before and after 
taping of several hundred consecutive deliveries was for the purpose of validating by 
independent observers the nurses’ observations on parent-child interaction. The tape 
showed that nurses were highly accurate in this study. ; 

Some of the vignettes were thought to be of use in teaching nurses and doctors 
800d and bad practices in their conduct of a confinement, and films specifically dir- 
ected towards nurses and doctors are being made. The vignettes for the parent-baby 
interaction film on the other hand were made specifically to sensitise students of 
Nursing and medicine as well as practitioners in some very obvious observations which 
can now be routinely expected as part of good health care. The omission of these 
observations should be considered as serious as failure to obtain a blood pressure or 
to ask about a history of toxaemia of pregnancy. In sum, without invasion of privacy, 
these standard observations of early parent-child interaction can be expected to 
become as much a routine as the standard history and examination. 

The base line of a happy and healthy bonding is shown in the first experienced 
Couple having a fourth child who turned out to be a much desired boy. It is followed 
by a rather depressed couple with a third and definitely undesired child. The next 
Vignette is of an unmarried but happy bonding mother with her first baby and shows 
that a supporting husband is not essential for a good bonding. The final four vignettes 
are typical either of non-bonding or of mothers slow to bond. 

The first of these was a woman who had been on heroin and who had unful- 
filled expectations of her first baby beginning with its being of the wrong sex. The 
Second mother was by nature cold and instead of greeting her baby with pleasure 
complained of its ugliness. She did later achieve bonding with her baby. 

The third had battered her first baby and described this second baby as 
looking like an ape. The last, unsupported by the father and producing a girl instead 
of a preferred boy, became depressed, failed to mother her daughter and gave her up. 
The baby’s reaction was to cry excessively. 


wr 
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10. Can good parenting be taught? 
CYNTHIA REYNOLDS 


j ; , 7 f health, 
The nineteenth century policy of social reform to improve the standards of I 


p 
hygiene and nutrition amongst the working classes led to the introduction of ^ 
craft classes for girls in some elementary shcools. These remained in existence ] E 
haps more generally under the name of Child Care, in various schools - which 7 
in the 1920's became Secondary modern - up and down the country. Frequent e 
Health Visitors made a substantial contribution to the teaching of such i 
until the 1960’s they remained primarily concerned with the physical care o 
and young children. «ino children 

The 1960's saw the publication of much research on under-achieving bi vert 
and considerable evidence was offered to support the view that many children pee) 
arriving in school at 5 years old, deprived of the breadth of linguistic and play A 
ence - and family security - which would enable them to benefit to the full aee 
their education. A perpetuation of poor child rearing practices was observed - a view 
often, but not always, in areas of poor housing and low income. Consequently dert 
began to be expressed that there should be some education or preparation for K 
hood whilst young people were still at school (Stanton, 1969). This gained som 


/ : DHSS 
momentum and was supported further in the early 1970's (Pringle, 1974: DHS 
Consultation 1973). 


At the same time the a 
the school leaving age, ensure 
‘meaningful’ 
curriculum | 
Community 


dvent of comprehensive education and the raising of 
d a new interest in courses which were described A 
and ‘relevant’ in secondary education. Considerable expansion in i : 
ed to the introduction of studies in the Humanities, Health m 
Education and Social Education, to name but a few, all of p paren 
integrated courses with components on the family and most probably Sex Edu init 
as well. The role of parents was considered and some courses offered further co 
nents on the development and the care of young children. - 

Some schools went further than this and offered a complete one T ws 
year course in Parentcraft or Child Development. The content and style ws m 
courses varied according to the interests and backgrounds of the teachers who - 
ated them, and their growth tended to be in regional pockets although some nae 
up in relative isolation. In some cases, where a Child Care course had already e E 
this was overhauled to fit in with the new knowledge on the needs of seca 
National Association for Maternal and Child Welfare had et ee se dre i 
schemes and examinations in Child Care and Parentcraft and they, too, eng; 
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up-dating and revising their schemes. Many of the schemes adopted by schools or 
innovated entirely from within them were associated with the relatively new Certi- 
ficate for Secondary Education, a teacher controlled examination offered under the 
auspices of various regional boards. This was because the general ethos of the secon- 
dary school is directed towards examinations and even if head teachers were willing 
to allocate time for such a subject as non-examination Parentcraft or Child Develop- 
ment the pupils themselves demanded an examination. Generally, these courses 
Covered the average or low ability range and only a few schools offered courses for 
academic pupils. Most of them were options and only occasionally did a school 
offer a comprehensive, albeit a shorter, course to all its boys and girls in the fifth 
year. 

It can be seen that the picture over the country at the present time is very 
Variable and it is virtually impossible to draw any hard and fast conclusions. However, 
Since 1971, the Inner London Education Authority has initiated courses in ‘Child 
Development and the Family’ and supported them with two advisory teachers work- 
ing full time, helping teachers and organising in-service training, under the direction 
of the Authority’s Inspectorate. 

The London courses have always been based on the following central core of 
Work regarded as crucial: 
the young child’s need 
l. For loving and secure relationship; 

2. For communication through talk and being listened to - books, stories, 


nursery rhymes, etc.; 


3. For play as a means of learning and relating his own inner world to the world 
outside; 
4. For acceptance as a person from birth 


Practical experience with under fives in playgroups, nursery classes and day nurseries 
has also been regarded as integral to the course. Every attempt has been made to try 
to ensure that pupils have been carefully prepared to maximise this experience. 
Sessions with junk and paint, clay and dough beforehand, to enable them to work 
through their own play needs and to learn how much a child gains from such simple 
materials have been consistently successful. Learning how to read and tell stories and 
Acquiring a repertoire of nursery rhymes and singing games have also proved to be 
invaluable. Armed with adequate guidance from the teacher and going out to play- 
gtoup leaders and others involved with under-fives, who have been informed before 
hand on the course, and the expectations for the pupils, has ensured that the young 
People's involvement has been of benefit to the little children and to themselves. 
Repeatedly, reports have come back of youngsters transformed and of ‘school 
Tefusers’ not only attending their playgroup or day nursery with consistent regularity , 
but also performing with outstanding success. Failures in this area of the course have 
nearly always been related to a failure on the part of the adults concerned. For 
example, teachers fail to contact and visit playgroup leaders beforehand, or to visit 
the pupils whilst they are out on their practical experience. Or the playgroup leader 
9r nursery class teacher did not really want the youngsters and failed to give them 
purposeful jobs or to treat them as adult helpers. 


Pp — 
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; M i ith 
Teachers in London are encouraged to make as many links as possible wit " 
R 3 t y everal sessions 
those people in the community who can contribute to the courses several m 
even just one. Health visitors, Pre-school Play group Association advisers, socia 


Workers, nursery school staff. day nursery matrons, children's librarians, health 
educators, even sometimes a hard-p 
chologist, have been involve 
and this kind of link is prov 


ressed general practitioner or educational psy- 
d. There is also growing involvement of young parents 
ing to be of mutual benefit. A number of schools use » 
s of staff and run the course on an inter-disciplinary bas!s- 
y, Human Biology and Home Economics are the three subject areas most 
produce teachers who are interested in Child Development. snis 
Because the subject area is a new one it means that teachers have to be con p 
ally engaged in learning themselves, and this is one of the strengths of the courses à 
the present time. The danger of the examination course is that it will become too rS 
‘fixed’ and after a time lose the freshness and spontaneity that comes with Eira 
handling new material and new learning experiences. There is no doubt that teac : 
form different relationships with their pupils in this work, provided the ig M 
fairly small, and if they have a sensitive and sympathetic approach. In fact, it © t 
seems as if the adults involved in the teaching are being ‘good enough’ parents to 
their pupils. eed 
Over the past five years we have learned that Child Development courses pn 
lengthy and careful preparation and that only adults who are enthusiastic about : 
work should do it. We believe that the courses should be optional and do not m 
with all pupils taking a compulsory course. Apart from the sheer magnitude of : oes 
Organisational difficulties this would create, we think that to force young peoP ea 
this delicate and sensitive area of work to do with human beings and human rela 
ships would militate against all we hope to achieve. issues 
Inevitably, when studying the needs and care of young children, many Is affect 
arise relating to the parental role. There should be recognition of factors which : 
the way in which parents handle children including those which impose Stress An 
make difficulties for any parent. The importance of parents as the child's first sil 
mediators between himself and the outside world - as well as his first teachers - P 
be emphasised. Nevertheless the fact remains that no person really knows DPN T 
experiences until he or she is actually a participant. Abstract theorising on vet ts 
handle children is divorced from reality and some of our pupils have not reache n 
cognitive levels to enable them to deal with hypothetical considerations A 
tions that bear no relationship to their own experience. This is why interaction W! 
young children is, in our opinion, an essential component of any course because 
here is a real learning situation. ver 
Because of the diverse nature of the courses and the fact that they only i 
a relatively small number of pupils, no attempt has been made as yet to etum 
they really do have any effect on the way pupils handle children when they a a 
parents. It would be interesting to know if the self-selection debía ee 
option system means that potentially poor parents who may engage in child a 
ver participate in courses of this nature. 
ne ps body subjective observations suggest to us that a number of DE 
show a marked increase of maturity and acceptance of personal responsibility 


the skills of several member 
Sociolog 
likely to 
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taking part in a Child Development course. This may be because they find a sense 
of self-worth and acceptance in their adult role as helpers with under-fives. It is 
perhaps a truism to say that this could happen equally well in other areas of the 
curriculum which spark off interest and motivation in learning. 

.... A school course can offer an opportunity for pupils to learn some skills which 
will help them as future parents. Many parents need help with their task of rearing 
Children in a highly complex and changing society where urbanisation and job 
mobility have done much to break up the old established patterns of family living. 
Our Society and the education system ought to be producing persons whose person- 
alities are growing towards maturity and who have a correct perception of them- 
Selves and the world around them. The whole school should be offering a framework 
for the development of persons who will be able to cope with their future lives as 
adults and parents and handle their children accordingly. 
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Discussion 


To open the discussion Mrs Carol Dukes, a health visitor, described her recent experi- 
ence in teaching parentcraft for two one year courses to girls in a class of fifteen ina 
Comprehensive school. The syllabus, resembling that of ILEA, was covered in twenty 
meetings each lasting from one to two hours and held in a converted house, an annexe 
to the school, which had been decorated by students. She felt that cultural and class 
differences between teacher and pupils provided a real obstacle. She herself began by 
Sharing with the girls her own experiences of family life and of relationships with 
Siblings. The pupils tended to be those unable to cope with academic subjects. She 
remains uncertain about the best age to start but she would have liked to include 
boys. She blamed commercial advertising for giving too rosy an expectation of 
Parenthood so that disappointment and failure were likely to result from experiencing 
the inevitable strains and difficulties. In general the objectives of these courses needed 
to be more clearly defined. On evaluation of success, she could only claim that the 
girls got more from the course than they had expected. The group listening to Mrs 
Dukes, felt that she was a born teacher, capable of imparting her own enthusiam to 
any class or age. lhe question remained, how typical is she of parentcraft teachers? 
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The general discussion revolved round the questions of whom to teach, when 
to begin and what to teach. The co-operation of the teaching staff was essential and 
professionals such as health visitors and doctors (general practitioners, child psychia- 
trists, even community physicians with a special child health interest?) should be 
drawn in. The course should not be limited to the non-academic pupils and boys _ 
should be included, although generally teachers preferred to take the non-academic 
boys gardening. In some parts of the course, girls might be less frank in the presence 
of boys and most agreed that for some of the talks the sexes should be taken 
separately. 

The question of when to begin was variously answered: perhaps all through 
Primary school, perhaps at the top, perhaps not until 13 or 14 years old, although 1 
then girls tended to be at a giggly stage. In any case some further opportunity, if nO 
for talks at least for discussion, should be made when a girl became engaged. The 
fact that more younger girls were now becoming pregnant must influence the 
decision about when to begin and this raised the question of what to teach. : 

The bias of the course had to be towards successful family life, home-making: 
home economics and all that contributes to parenthood. The most controversial 
element concerned sex education. The cool contemplation of human biology and © 
the reproductive organs had to be linked with concepts of health and the more 
emotive ones of religion and moral standards. The fact that girls of 13 and 14 year 
Were now becoming pregnant in increasing numbers, suggested that girls at least 
needed early instruction not only in a theoretical knowledge about sex but also 1n 
its practicalities, 5 

Here we approached the question of the objectives of the course and also its 
relevance to child abuse. If too early and too frequent pregnancies increased the 
liability to abuse, the understanding of contraception was certainly relevant. Did 
such knowledge encourage sexual experiment? If so, did that matter? Should a 
general practitioner prescribe contraceptives to girls under the age of 16 years? I i 
so, should he do so without the knowledge of the parents? These far from rhetoric 
questions found no agreed answers. 

Everyone did agree that awareness of these problems did not solve them. A T 
well run course could, however, give the children a greater insight into themselves 2 
individuals and this must be an advantage. 

Only a slight reference was made in the discussion to the important part, 
which a knowledgable teacher could play in identifying children who were being 
neglected or abused. A closer co-operation and sharing of information between pat 
Head teacher, the class teacher, the education welfare officer, the school doctor an n 
the social service department was desirable. A better balance must be drawn betwee! 
the safety and protection of the children and the feeling that a family’s social 
problems or descent into delinquency or doubtful ability to care adequately for 
their children are private matters. Key observations besides obvious evidences of 
bruises or injuries include frequent school absences or truancy, inattention and 
decline in educational progress. The possibility of emotional as well as physical 
deprivation must be borne in mind in any assessment of the child’s condition. The 
sibling, not the object of abuse, may also suffer. 


11. Prediction and prevention— 
an obstetrician's view 


MARY ANDERSON 


ast few years in methods of moni- 


there has also been developing a 
oman. This has meant 


ae great technological advances over the p 
Grek, E nerd well-being of mother and fetus, 
à Robur of the psychological needs of the pregnant w 
great deal h e alteration in traditional attitudes of both doctor and midwife, buta 
nee as still to be achieved in this respect in many maternity units. There 
social) ne coe. however, that the end result of attending to the psychological (and 
baby eds of the pregnant woman should be a closer bond between mother and 
and a lesser likelihood of later child abuse. 
TN seems appropriate to outline some of the efforts that obstetricians make to 
my Sa Psy cho-social rapport’ with their patients, using the routine employed in 
areas wh hospital which is typical of most busy service units. I will then pick out 
ere we may be deficient in this respect and suggest where we might improve 


Our ar 
rangements and our attitudes. 


Ti 
he Antenatal period 


geaoking clinic nice m 

^ oe clinic the history of the patient, both medical and social, is tradition- 

aspe n by the midwives. The examining doctor will often enlarge on the medical 

«, Pects of the history and we are now Very much geared to picking out the woman 
and as pregnancy 


at risk? ; : 
Sk" in her pregnancy, medically or obstetrically speaking, 
f monitoring investigations has been devel- 


cy to predict difficulties and, 
arising. Obvious social ‘at risk’ 
ntenatal 


Clinic ; 
big AUN the single girl, especially the yo 
8 and financial difficulties and the wom 


ar a r 
at Pii. for termination. These are clearly in need o 
early stage to the Medical Social Workers’ Department. 

t as skilled at detecting the psychologically 


‘at er I raise the first query. We are no i 
hee mother as we are the medically ‘at risk’. Should we not be paying much more 
9n to the social and personal history of our patients and not just leaving 
2 We ask, for instance, in the past 


are ‘alive and well’, but s 
f these children in greater detail? Have they had 


tient who has lost her baby at 


o 

Obstetric hi z 
ing ies history if existing children 
hen the health and well-being o 
al admission and, if so, why? What about the pa 
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a few months following a ‘cot death’ or from "unknown causes”? We are not, I fear, 
as scrupulous as we might be in obtaining from other hospitals, family practitioners 
or social workers, records which may prove highly pertinent to the management 
and future supervision of the mother and her baby. The study by Frommer and 
O'Shea (1973) has already suggested that simple questions about the mother's own 
childhood should be incorporated into the antenatal history. They showed. for 
instance, that where childhood separation has occurred in the mother, then that 


mother is more at risk of running into problems in managing her infant later. 


Home versus hospital confinement 


From the obstetrician's point of view there is no substitute for the sa fety of a 


hospital confinement. Many women feel, however, that to bond a mother more ; 
closely to her baby there is no substitute for delivery in the familiar surroundings © 
her home, Supported by other members of her family. I cannot accept that this 
supersedes the profound potential tragedy of a dead baby or an ill mother who may» 
in any case, have to be transferred urgently to hospital. The happy medium must 


lie in earlier discharge from hospital and the management of the puerperium at 
home. 


Shared antenatal care 


In most hospitals, an extensive system of ‘shared care’ with family practitioners has 
been developed. Here the mother attends her family doctor for intermediate ante- 
natal care and is seen in the hospital at two or three salient times in her pregnancy- 
If the practitioner is well known to the mother and has looked after her and her 
other children for some time, this system must surely help towards developing the A 
feeling in her that the new baby is indeed to be part of the family unit and an exten 
sion of the existing family circle. It is to her own familiar family doctor far more 


than to the unfamiliar hospital doctor that a mother will express her fears and 
worries. 


Motherhood classes 

These are provided in most maternity units and are usually well attended. They 
include a series of talks given by midwives, doctors, health visitors and physiothera- 
pists as well as practical demonstrations on the care of the newborn and visits to the 
labour ward. Those attending these classes are the more interested, caring and intel- 
ligent women, and probably not the women who are liable to abuse their babies 
later. Efforts should be made to urge many more women to attend these classes, 
although restrictions on numbers are inevitable in most units through lack of space 
and staff. 

One of the most important points in the prevention of child abuse is surely 
to develop as early as possible in pregnancy the feeling of a family unit to which 
the infant is to belong. Including husbands in at least one of the motherhood class 
sessions is important and still happens too rarely. 


The routine antenatal visits 
Many antenatal clinics are greatly understaffed and are too large. This means very 
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brief examinations with far too little time for communication between mother, 
doctor and midwife. Failure of communication with the mother and her feeling that 
she is just a body containing a fetus to be palpated, must produce much distress and 
in some cases may even lead to a growing lack of interest in the developing baby, 
Since no one takes the time or trouble to explain or discuss anything with her. One 
apparently insurmountable difficulty is that the patient may have to see different 
doctors at each visit to the clinic. In so many units, a number of these will be over- 
Seas doctors often with restricted command of English and a much too rigid adherence 
to textbook scientific obstetrics. Regrettably, too, conflicting advice or comments 
are given by members of the same staff, something which must alarm many mothers 
and produce, in some, fear of and indeed distaste for, the unborn child. 

j To avoid these problems in my own clinic, the senior sister interviews each 
Patient at the end of her clinic visit to give her a final opportunity to talk and to ask 
Questions. As the consultant in charge, I endeavour to see each patient at least once 
In her pregnancy to act as final arbiter where confusion or doubt has arisen in the 
patient's mind. 


Technology 

I have already commented on the explosion of technological advances which has 
taken place in recent years. Many methods now exist to monitor the fetus in 
Pregnancy and all can and should be explained in simple terms to every mother, 

even to the least intelligent. This will help to avoid the dangerous possibility ofa 
mother feeling quite remote from her developing baby because the sheer mechanics 
of the management of a pregnancy have overtaken and obliterated the human aspects 
9f the care of the mother. 

, Fortunately - or perhaps unfortunately, in the prese 
Ing methods may finally rescue small babies who are dysm 
Care for a considerable time after delivery. This is a group, 
liable to abuse later, when returned to their mothers after a long separation. It could 
Well be that greater explanation of what may happen after delivery, given at as early 
4 Stage in pregnancy as possible would avoid some of these problems later. 


nt context - these monitor- 
ature and require intensive 
which we know is especially 


Labour 


Preparation for labour must be as complete as possible. Nowadays this should include 
not just an explanation of physiological events but an introduction to the battery of 
*quipment which the mother may face on entering the labour ward. The syntocinon 
drip, the technique of, and reason for, induction of labour, the cardiotocogram, are 
all amenable to simple description and explanation. There seems to me to be a consid- 
erable danger that, in our absorption with technicalities, we, as obstetricians, as well 
as the midwives are at risk of converting the process of birth into a fine piece of 
Scientific achievement. We must never forget the mother at the centre of it all and 
the new human being who is first and foremost part of that mother and her family 
unit and not just the end result of our technical skills. Creating this dangerous 
attitude must surely engender in the mother a feeling of remoteness and alienation 
from her baby. 
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Three aspects of the labour ward are particularly important in the present 
context. our 
1. The husband should be encouraged to remain with his wife Hep cat 
if this is the couple’s wish. Most maternity units accept this ONS ag: this way 
be made to feel welcome and an important part of the proceedings. In 
the feeling of a family unit is enhanced. vho does 
2. Pain relief in labour is of the essence. A painful labour for a sg Pee 
not really want this baby anyway must surely be the last straw. Epi "P 
anaesthesia is now in widespread use and has a great deal to TOEA 
provided it has been thoroughly explained to the patient and not a 
without discussion. ; bour ward i$ 
3. When the baby is born, the most distressing sight to be seen in a la glimpse 
the removal of the baby to its cot without the mother catching EXE go fot 
of it. Fortunately this is rare, but it may be inevitable in some Aen Even 
the baby to be handed to the paediatrician for immediate resuscitatlo 4 mid: 
then, however, the mother should be talked to by the obstetricians a her. 
wives and wherever Possible an explanation of what is going on given 


iven her 
It goes without Saying that as soon as possible the mother should be gi 
baby to hold for as long as she wishes. 


The puerperium 


Breast feeding 


7 be 
In most hospitals now the baby is with the mother all the time, and this eer 3 
universal practice, Removal of the baby to the nursery to give the fraught en 
restful night should, however, be equally common practice. Breast vis un 
Should have been encouraged during the antenatal period, must be given e dins 
Support and supervision, No greater bond can be established than by this n this 
contact. On the other hand the mother who does not wish to breast feed, a dequate- 
can be for a variety of valid reasons, should not be made to feel guilty or ina 


Depression 
The well known phenomeno; 
at risk. But the lesser ‘fj 
especially if they take t 


in those 
n of puerperal depression must be Kd Aa 
fth day blues’ must not be dismissed as of no conseq 
he form of ignoring or neglecting the infant. 


Separation of mother and baby S ies have 

This we know is of great importance with regard to later child abuse. rs Dis 

to be transferred to Special units so that intensive care can be given to t e ae à 

a more appropriate Subject for the paediatricians, may I as an Moss sn paedia- 

special plea? There is a sad tendency for failure of communication be m obstetrician 

trician and obstetrician so far as these ill babies are concerned so he pi ae 

is not always kept entirely in the picture and is, therefore, epee e e seri 

mediator between mother and baby. The obstetrician is a DP Baby Unit. 

all lying-in ward rounds should be preceded by y: s cl pow vrdstahiy 
Regular visiting by the parents to the Special Car y 3 
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together, to see their baby, to handle it and to feed it, if possible, and to talk to the 
medical and nursing staff is essential. The difficulty arises when the mother is ready 
to return home long before the infant is fit enough and this may constitute a consider- 
able problem. Mothers should be encouraged to visit their babies as often and for as 
long as they can and a special mothers’ room should be available in all special care 
units. 

What seems an unforgiveable separation of mother and baby is when ill babies 
have to be transferred to distant specialist units where the mother cannot also be 
accommodated. In many hsopitals there are cubicles in the postnatal wards to house 
the mothers of babies transferred from outlying hospitals, and these should be much 


More commonly available. 
Conclusion 


At present the obstetrician is largely unaware of the full extent of the problems of 
child abuse and has not as yet set about developing monitoring and prediction skills 
Such as he has developed in the clinical field. It is perhaps no exaggeration to say 
that the obstetrician, supported by the midwife, could in many instances have the 
earliest opportunity of anyone for detection and therefore protection of those 


Women or families at risk. 
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12. The gentle art of neonatology 


ALFRED WHITE FRANKLIN 


Man and wife make the 
single circumstance of this i 


i nan 
pient rather than an active partner ‘t 5 happy 
hat for many mothers, although never for all mothers, à sontes 
event was greeted with joy and delight. The names, like the bassinet and its sii 
were ready waiting, as perhaps also were the inheritance, career and ever; F exhaus- 
circles, the future spouse, But babies in general, especially those belonging e BS: 
ted multipara living in squalor, were not treated with consideration for their " 
nor were they highly regarded. When death rates were high 


relations. It is true t 


Obstetric improvement and paediatric advances 


irth and 
The high mortality raie, and the high perinatal mortality rate, meant that pin à 
death were inextricably linked in childbirth in the minds of everyone. uper eral 
the safety of the mother nearly always outweighed concern for the baby. I d 
Sepsis, puerperal toxaemia and obstructed labour were rightly the oiii 
of doctors and midwives. A wastage of new life was ‘natural’ for babies. de A and 
nineteen twenties men like Eardley Holland unravelled the mechanics of la eal 
devised methods both of avoiding foreseeable disaster and of managing a with 
cations of delivery, especially preventing intra-cranial haemorrhage in the ae for 
the spread of this knowledge, birth-deaths declined and obstetrics became s aH 
the mother. In the nineteen thirties Leonard Colebrook's meticulous ipie af 
sulphonamide therapy at Queen Charlotte’s Maternity Hospital na aaa fis 
puerperal sepsis. Ten years later, neonatal spesis succumbed to penicil d e 
newer antibiotics. In the fifties light began to dawn on the hitherto myster. i 

n i change transfusions largely 
pathology of the newborn. In the nineteen forties exchang (once A 
solved the problem of death from haemolytic disease of the new s sies by 
kernicterus had to wait until the fifties for studies of bilirubin metabc 
1S. " 

Mig o dene uer in morbid anatomy, but only in the last twenty 
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five years have fetal and neonatal organ and tissue changes been interpreted in ways 
different from those of adults. Failure of the lungs to expand at birth was equated 
with lung collapse from obstruction of the bronchus and death from asphyxia with 
death from drowning or other forms of suffocation. The idea of developmental 
Progress, of something happening or failing to happen for the first time, was intro- 
duced only with the adoption of the paediatric developmental point of view. 

The recognition of the unique nature of the histological changes in the new- 
born allowed clinical syndromes to be regrouped. A truly remarkable series of 
enlightenments have followed at an accelerating pace during this last period: lung 
histology, chromosome analyses, the identification of hitherto unrecognised enzymes. 
A mass of metabolic and biochemical studies including fetal blood sampling have 
revealed the important, sometimes the vital differences, between mature and neo- 
natal physiology and between the responses to stress and to infection which are 
Specific to the immature baby and the early hours and days of life. Accurate pre- 
diction, the envy of those who work with child deprivation and abuse, is possible. 
Preventive action can be taken against genetic faults in the first trimester of pregnancy 
and against impending disaster in the last. With new knowledge techniques changed. 
Passage through the Valley of the Shadow of Birth has become a safer journey. 


Hospital delivery 


Hospital confinement was originally for the abnormal, the homeless and especially 
for the unmarried. It was not meant for the normal married poor even when home 
Conditions were bad, with hot water from kettles, newspapers for bedclothes, absent 
window panes and a gang of assorted gaping children watching. But even when hearths 
Were cold, hearts were warm and grateful father was ready with a cup of tea for 
actors and spectators. The contraction of middle-class households, the disappearance 
of retainers, servants and extended families, led to a demand for maternity homes. 
Every town soon had its quota in which new recruits to the professional classes were 
joined by upper working class wives who feared death in hospital, which they were 

à little ashamed to enter, and yet not happy to risk at home the failure of the mid- 
wife or doctor to arrive in time. This intermediate stage. ended only by the opening 
of new hospital maternity wards in the National Health Service, had among many 
disadvantages, too small a margin of safety. A converted house, despite inadequate 
Plumbing, contrived labour ward and an unsafe nursery, reminded patients and 
relatives of the bedrooms at home, producing an atmosphere of comfort and usually 


9f false security. i isfyi 
The staffing was poor, ore certified trained midwife satisfying the legal require- 


ments, The other staff members, who in practice often had to shoulder responsibilities 
both for the conduct of labour and for the care of the babies, were inadequately 
trained and not always of high quality. The small annual turnover gave an appearance 
Of safety, belied by the number of avoidable deaths from infection and from treat- 
able congenital defect, when the results were gathered together from a number of 
Small homes. It was against the background of the rising popularity of these poor 
quality maternity homes that the newly formed College of Obstetricians and 
Gynaecologists ordained that hospital confinement was to be the pattern for the 


future. 
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: ips of all the 
proved techniques have changed the relationships o soil 
PS : Point r 
TS of the cast, obstetricians, anaesthetists, paediatricians, laboratory 
ants and technicians, nursing staff and midwives. 
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The obstetrician 


nal 
> the other problems that replaced mater 


: à ^ 2 do his 
With a matron anxious to please, midwives anxious to learn from him gemi an 
bidding, laboratories at his command and a continuous supply of captive 


er skills 
babies, he found that the needs of his patients for other experts and for oth 
Were growing. 


The anaesthetist 


versely have affected the fetus, a happening revealed d 

y the influence of drugs and anaesthetics iani 
Y on neonatal behaviour and function is now ae 
gests that this new knowledge will penetrate the syste 
Onservatism inevitable with Strictly supervised routines. 


studied. Experience sug 
Slowly because of thec 


The paediatrician 


The paediatrician arrived late in the maternity department - E uis 
bringing little knowledge and less experience. Queen Charlotte's had indue on the 
invited a specialist in diseases of children on to its staff. A fount of wisdom to die 
care and feeding of norma] infants, he could predict when a baby was cic d 
but found it difficult to distinguish intra-cranial haemorrhage from lung p ed 
He had little treatment to offer. His first success came when veis Eje to kelp 
saved babies from dying of haemolytic disease. Later, qm ena i caries 
babies to overcome some of the previously fatal infections. Sharpene x 
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and better pathology, his clinical accuracy improved and now he knew what was 
actually happening, though still lacking the means by which to control events. 

The diffusion of paediatricians into the community by the National Health 
Service first gave most paediatricians access to the newborn baby and the baby the 
benefit of his help. That the obstetrician had some grounds for resisting this change 
Cannot be denied. The paediatrician twenty-five years ago knew little about the new- 
born. The knowledge did not exist. On arrival in the maternity department, flexing 
his muscles and feeling his new power, he turned topsy-turvy many traditional treat- 
ments. He removed from the premature baby the gamtgee jacket and woollen bonnet, 
the dropper used for feeding, the binder and the cord powder. Now the baby lay nude 
Without fluid for a few days while the cut end of his umbilical cord dangled unpro- 
tected in the air. The sudden availability of incubators in which temperature and humi- 
dity could be efficiently controlled and the oxygen percentage raised to undreamed 
of heights, together with a sudden increased use of oxygen for no clear reason, set 
the stage for a series of disasters. The resulting dehydration could be corrected by 
intravenous fluid, but hypoglycaemia usually remained unrecognised. Most serious 
Of all was the epidemic, in all the departments that were dazzled by novelties, of 
Fetro-lental fibroplasia and permanent blindness from the effects of too much oxygen. 

Despite these initial tragedies, the transfer of a very special kind of patient to 
à specialist doctor has been followed by many valuable advances in treatment. Now 
Instead of being a disposable object, the baby has become a subject for scientific 
Study, Technology has invaded the nursery. The compulsion for more accurate and 
earlier diagnosis and the need for instrumental control of potent and potentially 
dangerous forms of treatment has transformed the nursery into a laboratory of 
— sophistication. The neonatologist has arrived. The baby shall not be allowed to 

ie. 


Laboratory staff 


None of this work can be accomplished without the wholehearted support of the 
laboratory staff. What has been happening to laboratory consultants and their tech- 
Nicians? In early days the clinician could turn his hand to the job helped perhaps by 
an assistant whom he was training. Now the laboratory has its own independent life 
and much of its work has no direct connection with the patients in the hospital. 

For one thing the hungry appetite for employment of all the vastly expensive equip- 
Ment could not be satisfied by only the routine work of the hospital. Nor could the 
salaries of the men and women who dutifully tend and serve the equipment be justi- 
fied. Research, sometimes clinical, but preferably basic and the need for material 
for Ph.D. theses keep these complex concerns going. Loyalties are therefore divided. 
The obstetrician no longer stands in an employer/staff relationship with the labora- 
tories. The names of the technicians appear quite properly in the list of authors in 
Many scientific papers. The needs of the patients are of course fulfilled and patients 
are called upon to provide material for the researches on the success of which the 
financial health of the laboratory may depend. That ethical problems arise is not 
surprising. Priorities may become confused and perhaps investigations are carried 
out that are not strictly necessary for the clinical management of the patients. To 
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= " à : ‘the fancti the 
serve the clinical staff and the patients is only one part of the function of. 
laboratory. 


The nursing staff 


The laboratory is not the onl 


. — ery | 
Y place where loyalties are divided. Right in the very 
heart of the hospital, in the | 


abour ward itself, tensions and divisions arer tel piii 
directly affect attitudes to the patient. Most maternity units are performing ri 
of functions, among them education. The patients are essential for atii 
clinical practice, both of doctors and nurses. Nurses in training need to have Jd 
at a specified number of deliveries. It is not unknown for the patient to be ye 
'stop pushing’ because the baby must not be born until the pupil has m a» 
course the nursing staff perform invaluable service to the mothers and the bab 
but the needs of duty rotas, lectures, rest periods cannot be gainsaid. ] 
Loyalties to the nursing hierarachy also influence attitudes. There is veh 
in command with staff officers and the foot-soldiers engaged in short term si 
as part of their training. Among their other duties, they are fighting the ene 
battle against human error. This is a defensive war routine procedures piper 
observed providing the main safeguard. Routines are designed to protect - therein 
mothers and careless midwives. They exist to spare the need for thought een found 
lies their danger. Their advantage is that in the day of disaster, if routines W can be 
to have been correctly followed, no-one can be held responsible and agire 
blamed. It is routine, taught and practised by command, that prevents ty They 
and this is what delays changes from yesterday's routines religiously learned. 
are the hierarchy's Queen's Regulations. of treat- 
Tension arises when the needs of education run counter to the needs. ha 
ment. All rhesus sensitised mothers should be delivered only in hospitals ee 
twenty-four hour pathological service and a staff experienced in bct de d 
fusions. The safety of the baby demands it. When the plan cannot be ap. uni 
because a hospital, lacking facilities but which is also a training school, mus 
every kind of case, here is indeed a disarray or priorities. 


a colonel 


Routine practices 


Routine practices are necessary safety measures, but they need review. pel ae 
be out of date; and when a new one is added, a determined effort should a e" 
to remove an old one from the list. No-one has the task of watching with bene 
tant mother’s eye every detail of her handling through the antenatal age FÉ 
through the labour ward with its strange faces and disturbing apparatus, arte 
ward where she will make her first attempts to care for her baby. sag oa | 
hospital is actively fighting for the happiness of mothers and babies during 

initiation into family life. E 

EE oU cdam in maternity work in hospital is es ira do ueber 
examining all the techniques of management from the iE heey ibat 
the booking clinic until she reaches the labour ward. = a S ecopolefne hE 
room and thereafter until she goes home should be influen 
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need to keep mother and baby together. The way in which the mother is greeted and 
handled at her first visit is important. So is the person who takes the history and the 
Way in which the questions are framed, which ought to include matters relevant to 
the mother's ability to care for a baby and, with multiparae, to the condition of the 
Siblings. Emotional and social elements will influence the mother and her success in 
mothering. The preoccupation with illness and with physical states cannot and should 
not be changed, because obstetric safety for mother and baby hold their priority. 
Nevertheless, the price may be too big if this interferes with the mother's ability to 
nurture her baby successfully. 

The baby should be given to the mother to hold immediately and the policy 
Should not be to send the baby to special care for observation lest it might need some 
Special treatment but rather the reverse. The baby should go with the mother unless 
Some reason actually exists for separation. 

When I first visited Queen Charlotte's Maternity Hospital forty years ago, all 
babies delivered by forceps or Caesarian section, however, good their conditions, were 
Cot-nursed for 48 hours and not once picked up, certainly not by the mother but 
not even by a nurse. After much argument over many months the rule was relaxed 
When the paediatrician had examined the baby and pronounced picking up safe. 
Feeding was inflexible at 3 hourly intervals by day, and night feeding was discouraged. 
Discipline and authority were vested in the Matron and only after her retirement was 
it possible to institute 4 hourly feeding, when this seemed what baby and mother 
(and not Matron) wanted, and eventually, although reluctantly, on demand feeding 
and night feeds as of right rather than of favour. The importance of at least visual 
Contact between a sick mother and her baby in the special nursery was difficult for 
the staff to recognise. To take the small baby in its incubator to see the mother on 
another floor or to allow the mother in a wheeled chair to visit the baby in the special 
Nursery seemed to the authorities ventures far too dangerous. At last, such things 
began to happen and finally the mother was given permission to hold her own baby’s 


hand through the port-hole of the incubator. 


The hardest battle - and these were all hard b à £ oe 
the modern generation to realise it - was fought over allowing Snider £0 vist 


Mother to see her and the new baby during the puerperium. But finally, even this 
Was permitted. Later the stimulus of Professor Nixon at University College Hospital 
Save fathers some status in the initiation into family life. All of these changes 
happened many years ago. On a series of recent visits to O 
pleasure at finding all these techniques in action was slightl 
Sion that in some the changes were relatively recent. My ex 
half a dozen centres of excellence in university hospitals. W 
conditions be so good at District level? . 
These changes were prompted by intuitively held feelings of the needs of 
mothers and their babies, helped by a strong dislike of routines for routines' sake. 
So often a routine method begun for sound reasons continues long after those 
reasons have vanished. Now these humane practices are being given a scientific basis 
by ethological studies of animal and human behaviour. Is it a measure of our hard- 
ness of heart even in the compassionate professions of nursing and medicine that 
such studies are necessary? Must humane practice always bow before scientific proof? 


attles, although it is difficult for 


bstetric departments, my 

y diminished by the impres- 
perience was limited to 
ould, I wonder, the 
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Should mothers be given more responsibility over decisions about anaesthetics 
and drugs? Or indeed about other elements in their care? The pendulum can swing — 
too far in going ‘back to nature’. but treating a mother as though she has no respons 
bility for what happens to her in this critical period cannot be a good preparation for 
confident care of a first born new baby with whom she is shortly to be left alone. 
To recognise the importance of the interaction between the mother and her profes 
Sional caretakers is nothing new but is now beginning to be understood. In the 
Denver film a newly delivered mother was urged by the nurse to look at her baby 
and not to look down the other end at the doctor who was ‘sewing her up’. Her 
alarmed expression was Striking to observe. Puerperal depression is a common 
experience for midwives to see, but entirely new to the mother. The suffering mother 
is not helped by and indeed cannot penetrate the nurse's artificial cheerfulness- 

By the time the baby is born, the maternity staff should realise which mothers 
and babies need special Support and cannot be treated according to the normal 


routine. Such understanding and flexibility are expected to contribute to the pee 
tion of child abuse and deprivation. 


The future 


The hospital maternity service grew up for the care of the abnormal, the homeless 
and the single woman. Once, many mothers and babies were expected to die and 
even in childbirth the over-riding need was to overcome death. Now death is a rare 
visitor. How much this is due to the improved health of our community, how much 
to improved obstetrics cannot be accurately measured. Certainly labour is not we 
Obstructed by a rhachitic pelvis. We must ask how necessary are the safeguards igit 
precautions that originated in those dark ages and how far they contribute to a n°“ 
set of emotional problems. We must also ask whether the socio-economic element in 
health and disease should influence decision making. 

The original occupants form the minority. If every normal healthy wom 
to produce her expectedly normal healthy baby in hospital, we need a new ph 
Let critics of the routines continue to press for changes in what seems unnecessary 
harmful or even ridiculous. But let them realise that present methods were develop 
to secure the greatest safety for the patients. If modern medicine has its roots in 
morbid anatomy, death and disease are its progenitors. It is the psychosoematic 
branch that now needs tending. Obstetrics should look in this new direction and aS 
the question ‘what interferes with the initiation of family life?’. To find the answer 
requires that all our techniques and routines are re-examined from this point of 
view. 

One possiblity is for the ‘maternity area’ to consist of two related but separ 
parts, a maternity home for the normal and a specialised hospital for the abnormal. 
Mothercare, fathercare and baby care could be practised and taught in the former, 
and problem obstetrics and neonatology practised and taught in the latter. Selection 
of cases, always difficult, will never be perfect. Nevertheless many at risk groups 
can already be recognised and further study could surely refineselection. What wou 
be the worst that could happen when an unexpected problem arose in a supposed 
normal? An emergency transfer? This is never a good thing. The loss of a baby who 


an is 
ilosophY" 


ate 


THE GENTLE ART OF NEONATOLOGY 97 


Fs pee ald have lived? But we shall always lose some babies. Should we not 
bits: se against the mass discomforts and less than good handling of the 

2 of family life for the normal and healthy? 
on T bees. neonatology is flourishing. Professional competence depends 
disci ates an technical skill. Where there was once scarcity there is now abun- 
human recs excellence demands something more, a full understanding of 
of how Moe hips within the hospital. And more than anything else, knowledge 
beginni ively to promote the health and happiness of the family that is 

ing there. This is the gentle art of neonatology. 


Discussion 


et Wells Study Group drew attention in Resolution N (see p.186) to the 
baby. of obstetric practice in relation to bonding between mother and her new 
iss E 3, 4 and 5 of this book, the observations repo: 
all Ke argaret Lynch and Jacqueline Roberts, and Ruth Hanson an 
Bib mea to the stress associated with an abnormal perinatal 
fire » ^» Dee confine its interest to the abnormal, the small for dates, the prema- 
ert. ne sick baby, but believes that successful family life demands a fresh look 
rnity practice even for the normal. The presence of an obstetrician, Dr. 


rted by Pamela 
d her co-workers, 
period. The 


ary Anderson, was especially welcome. 
ie gk there is, she said, no official obstetric view, she believes that obstet- 
Sm ve realising, as she herself does, that they have a responsibl 
involy cha mother and the baby, but also for the whole family, and so they become 
zin ed in child abuse in ways which must of necessity be preventive. She B s 
Wü is prospective study of the outcome of pregnancy in à population in which 

tvations relating to prediction of child abuse will be included. 

t The group did not enter deeply into the question of hospital versus domiciliary 
Ree but rather sought a compromise, ‘There should be more home atmosphere 
Ba Spital and more hospital atmosphere at home’. The district midwife in conjunc- 

n with the health visitor and the general practitioner could, more often than they 


n i NE 
"m do, supervise the antenatal period once the mother has had her first examination 
nd has booked in, just as the postnatal examination of mother and baby at eight 


Weeks can be made in the Health Centre. Close co-operation between the primary 

health care team and the hospital maternity service is vital and the general practitioner 

Should be in the best position to discover the mother's wishes about her confinement. 
The involvement of the father has long been recognised and in all maternity 

departments he should be welcomed, if he so wishes, in the labour ward, preferably 

With something to do besides holding his wife's hand. He should have been allowed 

Pig some preparation classes and he should be willing and helped to give up 

‘© weeks of his annual leave to prevent his children from going into care while 


his wife is in hospital with the new baby. 
The persistence of bad habits and thoughtless routines is discussed in detail in 


e part to play not 
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Chapter 12 with particular reference to the special care baby unit. xothers 
"Pain relief in labour is of the essence’, claimed Dr. Anderson. Yet some m 
complain that they are *not Present’ at their own delivery. The time may have a 
for the mother to have a greater share in the making of decisions about the tim iw 
and place of her delivery, the use of sedatives and anaesthetics and the feeding 0 
baby. z ily be 
Miss Howat’s moral in Chapter 4 is that the labour ward staff can easi y ae 
taught to observe and record how the mother looks at her new baby, what dee 
and what she does. Before she realises the meaning of these simple observation Sel 
even the experienced Observer is likely to state categorically that she has oe arnai ' 
à mother who rejected her baby at the first contact. Since, according to Miss need 
the midwife is the most senior person present at 76 per cent of deliveries, p do. Her 
is great to systematise what the midwife should look for and what she shoul ly who 
observations will never foretell which mothers will abuse their babies, but on : 
is vulnerable and who needs support because she may break down under stres gh their 
Observation of the mother alone will not reveal much about the father, althou 
reaction to each other may be informative. thers 
The prediction of vulnerable families and especially of vulnerable mo a 
should substitute extra care and sympathy for the natural annoyance with nae 
antipathy to a mother who seems ham-handed in managing and cold in her a rus 
towards her baby. The midwife and the health visitor who should be aware nt she 
Situation need to form the best possible relationship with such a mother = e Mor 
can accept their help and their advice and not regard it as being critical of he obviously 
sensitive, self. No harm would be done if time so spent deprived some of the 
Successful mothers of some attention. ed to 
In all this discussion the mother or the family is assumed to be prepar ihe 
book in, to attend parentcraft or other preparation courses such as those s 
National Childbirth Trust, and to co-operate cheerfully with all the plans. "dam 
vulnerable family cannot be relied upon to behave in this way. A difficulty f health 
in Chapter 16 has been introduced by the attachment to general practices aed 
visitors who thus lose their geographical responsibilities. The suggestion has th in 
made that health visitors should be notified of a pregnancy as well as of a A nerit 
all areas, and not only in a few as at present. The abusing family with its pre operation 
for isolation, its fear and dislike of authority and its general attitude of non-c 
which result in ‘non-attendance’, could in this way be reached. baby from 
The highly controversial question of statutory removal of a newborn anf 
a mother known to be violent and considered not to be amenable to treatme 
the subject of Chapter 26, 


PART 3 


Current views from the professions 


13. Prediction and prevention in 
general practice 


KEITH BESWICK 


Introduction 


care team became aware 
ing to the acceptance of 
d in the team that led to 
he team occurred 


2nd E this paper is to describe how a primary health 
the xs lems of non-accidental injury. The events lead 
ini. es are discussed, and the changes which occurre e 
afier s opment of a management programme. Further changes in t 
ne institution of the programme. 

. Didcot is a small town of 16,000 people wit 
lags; Employment is varied but includes research establishments, a power station, 
ight industry and the automotive complex in Oxford. A very small proportion 
commute more than 25 miles. Housing is good but there are mobile caravan parks 


and a small army camp. 


h The patients (9,250) in this study are 
Oused in a modern Health Centre. The primary health care team consists of four 


male doctors, three health visitors, three nurses, à midwife and an auxiliary. Also in 
the building are the local Social Services, offices for the health visitors and the Home 
Help service. 

As to the size of the problem, we recognised 12 cases of abuse which occurred 
between January 1973 and February 1976. There was a further case of a child of 6 
months who died of a subdural haematoma and had a sibling dying as a cot death. 
Recent information has indicated that there is a strong possibility that there was 
abuse. We also had another 22 families on our at risk register in February 1972. 


h a further 16,000 in the surrounding 


all registered with one practice which is 


Coming to terms with abuse 


hen presented with a child who has been 


The general practitioner working alone w. 
interview both collusive and ritualistic. 


injured is in serious danger of making the ) 
The general lack of management programmes for dealing with the problem in the 


community means that early warning signs are ignored. Most of us find the idea of 
abuse repellant and too horrible to be thought out in isolation, especially those of 


us who have recent personal experience with our own children. 
The need to discuss topics of mutual interest and a desire for both the Primary 


Health Care Team and Social Services teams to work more closely, resulted in the 
sharing of the common room at coffee time each day and the setting up of seminars 


in the Health Centre each Friday lunch time to discuss topics of interest. These joint 
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team meetings enabled us to obtain realistic expectations as to each other's it 
and method of working. The feeling of strength and back-up generated from one s 
colleagues is of great help. The resulting improved relations with Social Services : 
coincided with the realisation that child abuse problems needed to be discussed to 
gether and in depth. buse 
At first the members of the team were only aware of the gross cases ofa ni 
in which asphyxiation had been attempted or a femur fractured. Sharing clients ir 
the Park Hospital for Children, Oxford. educated the team and made us more id 
of early warning siens. This in itself created a bigger problem, the earlier we yu x 
families were in trouble, the harder it became to help. At first we were Sopa 
approach them for fear of putting the idea into their heads that they might inj 


EOdCH ; ach the 
their children. Experience has since shown that the more honest the approa 
better for both sides. 


The development of management programmes 


agement. 
With the Park Hospital we have developed the following programmes hence 
First comes prediction. The primary health care team is well placed to predig ins 
families at especial risk. This should ideally be from the time the woman m dis- 
that she might be pregnant. Though most patients are delivered in hospital, H E 
charge letter may divulge various clues, such as prolonged labour, operative a 
vention or the child's admission to the Special Care Baby Unit. The health vis "T 
and midwife have become expert at recognising those mothers who are not x e 
their babies. The receptionists, too, have developed a sixth sense when eae T 
at risk and arrange for the children to be seen by the doctor, even if they pres 
most inconvenient times. EN tant that 
A register of children at risk is kept by the health visitors. It is impor usting 
all members of the teams be aware of which families are on the register. By tr wis 
each other, fear of loss of confidentiality is avoided. Those registered should roil 
ably be reviewed at frequent intervals and the inclusion of a family on the e isa 
not be taken as a failure by the worker concerned. The start of a therapy group 
ood time for review. : 
: Identification can be made by any member of the primary health gto 
What is important to Tecognise and accept is that the patient has a problem. bemade 
it is impossible and undesirable to deal with it in a busy surgery. Time must d 
within a few days to go into the problem at a greater depth. Physically abuse 
children are referred for hospital consultation immediately. A cial worker + 
Both the general practitioner and the health visitor, and, Uer gren in the 
should be present at the diagnostic interview. The full history should 4 lE 
first part of the interview and then the problem outlined. Only dapes use of the 
management plan tailored to the patient's problem be drawn up to 
existing services. 
Help may be given in the following ways: ble the mother to have the few 
|. By providing nursery or playgroup places to ena 
hours of peace which she desperately needs. 
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2. By increasing Socialisation, especially when new families arrive in the area 
completely without friends. This applies especially to Service families. Here 
" the health visitor may well be able to help. 
s By attention to housing. Bad housing can be a contributory factor and help 
is often needed in getting the patients to accept the situation rather than in 
à boa. a magic wand with the Council. 
B y seeing the child at regular intervals. 
< By referral to other agencies. This can only be e 
standing of what the agency can provide. These 
Services from paediatricians and child psychiatrists as wel 
psychiatrists. A home help or family aide may be life saving. 
By specialist group activities. 


ffective if there is a full under- 
agencies will include hospital 
Il as from adult 


G 
roup therapy for mother and child as a community project 


The si 
Simple management plan, outlined above, gave us some insight into the problem, 
depth and from the community 


a oh wanting to explore the problem in greater 

to is or this reason, staff from the Park Hospital and a family doctor (KB) decided 
Set up groups for mothers and children in a Community Health Centre. Initially, 
this caused considerable anxiety in the primary health care team and the social 
Services. These fears were talked out and the back-up facilities of the Park Hospital 
“ea Careful plans were made, drawing on former Park Hospital experiences. 

i aim was to help parents with those child-rearing difficulties which could lead 

9 child abuse. Most parents had asked for help for themselves because they feared 
harming their child. An effort was made to exclude any mother who could disrupt 

5 group or be rejected by others (e.g. the psychotic). Seven mothers with nine 
Children under school age were selected. Six mothers attended regularly. 

, Groups were run simultaneously for mothers and children. The co-therapists 

in the mothers’ group were a male family doctor and a female social worker from 

the Park Hospital. A play therapist organised the children's group with two voluntary 
helpers and a boy and girl from the local secondary school. The groups ran for six 


months, 
__ The participating mothers, who showed many of tl 

child abusers, were helped in the following ways: 
f-esteem by learning that they were not the only 


l. They developed greater sel 
mothers with problems and by discovering their own area of competence. 


They also lost their sense of uselessness by learning how to help others. 
other group members relieved their previous social 


2. Their regular contact with 1 
to set up social gatherings outside the group and, 


isolation. They also began soci 
ver the visiting of any member who did not attend. 


at a later stage, they took over the 
3. They learnt to trust all the therapists and began to form real friendships with 


each other. 
4. They acquired social skills and a knowledge of child-rearing. 
f the children revealed a disturbed group, needing considerable 


Observation o : ^ 
help in their own right. Their progress was monitored throughout the six months 


and the following changes 


he characteristics typical of 


occured: 
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i Clinging, Over-attachment was replaced by increased independence through 
careful handling of both mother and child on separation. 


Watchfulness disappeared as the child established regular relationships with 
adults. 


N 


They learnt constructive play and the enjoyment of play. . and 
4. They developed social skills through greater contact with other children 
adults. 


?- They made rapid Physical and emotional developmental progress. For € 
one child eained 2 kgs. in weight in two months and a whining baby deve Ka 
into a chattering extrovert toddler. Children with specific areas of develop 
delay received Special attention and teaching. lay- 
Time was available at the end of each session for a mother to talk to the Pity 

therapist and to join in her child's play. The project therefore provided an opp ther 

to evaluate and treat both mother and child as individuals and to help them toge 

with their relationship problems. ithdrew. 

As planned, at the end of six months, the Park Hospital therapists with 

A new group has now been started by the community workers. 


Discussion 


The traditional procedures for dealing with the problems of child abuse and i. 
accidental injury left the practitioners with a feeling of frustration. At the or whether 
conference all available information is pooled so that a decision can be taken ropriate: 
Or not to instigate court Proceedings. When a court case was considered “ite ai 

the conference did not look towards the future or take into account the skills 


their lists, but these problems remain within the community. ency is 
The actual incident of abuse for which a child is admitted as an emerg past 
only an episode in a series of events. The work done on prediction had enable 
5 area E : he problem 
recognise small injuries as Warning abuse, or cries for help. This made t Pi ihesa 
even harder as without a management programme we were powerless to he p ha 
families. Though it was often possible to get other professionals to recognise pa 
these warnings were indeed important, we often had to make the decision to 
nothing. á 
The main reasons for failure to act were lack of confidence; the ime 
local management programme; fear to act except in obvious Mil ar s: ee 
cation between professionals, especially in the presence of E cs a 
a feeling of failure by those already involved and a general Saag eder rt 
about the situation. There were usually too many reasons for not es ut 
At the introduction of the groups many doubts and scii. dui P fear df 
These mainly concerned the lack of specific training = pin y dmi en 
making things worse; an inability to deal with crises an 
services for the therapists. 
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re team and the social services in the 
pressed, we were able to get 

w cases were referred with 

ld help with these families in 
entre setting is attractive 
-medical staff of the Health 
ure of the 


"P. 1d both the primary health ca 
etl AH ages and allowing doubts and fears to be ex 
ePi, rU support. As the group progressed ne 
R mb ers 2 because of the realisation that we cou 
doften me 3 he simplicity of the group ina Health C 
Gemi in the realms of existing facilities. The non 
fe have taken to the playgroup, which has become an established feat 
ng. 

esi "e cic al of the group's progress at the Park H 
inedia ations and also to withstand pressure to accep 
eu o grateful for constant availability of the Park sta 
Ws — have given us a lot in greater un 
work ih insight into families in times of crisis. They have also taught us to 

iren as a team, especially with social services. At times we almost felt that we 

ing more than the group members, but the group had a great facility for 


bringi 
ringing us down to earth with a bump. 


ospital enabled us to realise 
t unsuitable mothers. We 
ff for advice in times of 


nderstanding of problems in child 


14. General practitioners and 
child abuse 


RICHARD STONE 


! ths 

At the end of the John George Auckland Report there is a table showing the eer 
of act with the family of various Workers. Social and other workers Pre death 
went: one general practitioner was in contact from well before the first vp e 
until after the second (Fig. 14.1). This contrast is stunning and is common eem 
cases. Yet deaths occurred, and criticism of general practitioners is only iet e 

The general practitioner is a notorious butt for despairing neglect by ws in 
workers. My plea is to look for every opportunity to create in him an Er. 
awareness of the early signs of abuse, and what to do if faced with iip boy to 
or actual abuse, and working with others. *We'll just have to wait for the a not at 
Tetire’ is not good enough. Anyway, retirement for a general eer DRE an 
65 as it is for hospital doctors. He is an independent contractor with the 
can go on past 90 if he wishes, ly alive to 

Very many general Practitioners know well what to do, and are fully 2 


are three 
the need for multi-disciplinary co-operation. Among the others, there are 
targets: 


l. New general practitioners, 
x Receptive general practitioners who need to know more, 
3. Non-receptive general practitioners. 


New general practitioners 


es 

Child abuse figures prominently now as a topic in medical student sid Ee 
in training are taking place. Yet we still produce young doctors who eism 
medical activity outside the technological teaching centres and even em bcc 
medical workers. At present 40-60 per cent of new doctors go to general p 
number will start out as the "non-receptive' general practitioners. —n! 

However, this trend is dying in the medical schools and, epe M mee 
most young doctors are now subjected to a broadening post-graduate 
before arriving as principals in general practice. 


Receptive general practitioners 


i ut to every general prac- 
Before long every Area Review Committee will d ra pan E bos 
titioner in its area its booklet on what to do in child a 
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Somewhere accessible, it will be necessary to circularise booklets, say, every two 
years to keep the Subject fresh in doctors’ minds. 

There are financial incentives for general practitioners to attend for ae 
graduate education under S.63 of the Health Services and Public Health Act, d k 
Many paediatricians have a stock lecture on child abuse, complete with gory = i 
and lists of early signs. The receptive general practitioner is likely to be expose to 
this every year or two provided that clinical tutors and paediatricians remen 
include the lecture in curricula. Full recognition under S.63 is readily applied the 
courses ‘for doctors by doctors’. Difficulties arise when a course is run by, i 
NSPCC or social work departments: all those likely to be in primary contact n ost 
an abused child are invited. It is just such a multi-disciplinary meeting which Cowie! 
likely to break down the barriers of communication so criticised in the Maria 
Teport. i o 

Now, local clinical tutors have only a limited budget and are very pend 
approve such courses, although it may help if the venue can be arranged to be 
their lecture rooms, It is not widely known that Regional Post-graduate fa Street, 
exist (addresses from the British Post-graduate Medical Federation, 33 M at 
W.C.1) who have authority to approve courses outside medical centres, E 
‘zero rating’. This recognition contributes only towards seniority awards an val for 
dental expenses. It does not cover costs of running the meeting so that eat rsemen 
attending a study group like this one at Farnham does not provide for reimbu 


t of the 
of the course organisers for food and lodging of the doctor, nor for paymen 
course fee by the doctor. 


A good result from the recent integration of Health with Social Services na 
be that social workers might make a brief summary for the general aren 
each major assessment of a family, including case conferences on child abuse. of the 
should be sent only with the consent of the client. It could be a fuller Son 
brief discharge note sent by housemen from hospital. A senior social pen si 
me she feels it would be a good discipline for workers in the field to have to s when 
tise problems in this way and could be useful for the social services themselve 


s courage 
a family transfers to another area. It would also ensure that families are en 
to register with a doctor. 


Non-receptive general practitioners 


š -pape 

The Area Review Committee’s booklet joined the medical journals in oy 
basket. Contempt for health visitors is only exceeded by that for sie Togo. 
Child Abuse did not figure in the syllabuses of the medical schools be ees id 
*Don't tell me what's wrong with that family: I brought the mother ino 
They're the salt of the earth/for Heaven's sake, the father isa jare "marem 

Many general practitioners protect themselves with iip leidas eaa 
Sadly this is reinforced by their ‘inferiors’ who are pi uaa s x Pu due 
they receive. The inability to share responsibility is aa guy cies will 
small surgery, cut off from other workers, even other gen 
sometimes take a great effort to overcome this isolation. 
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, I urge all workers never to reject back, no matter what the provocation. If a 
polite telephone call does not work, try waiting at the door before surgery starts. 
Write a letter offering to hold a case conference at a time which suits the general 
eaae. convenience, however awkward that may be. If necessary, hold it in 
e at If all else fails, appeal to the elitist urge and ask a consultant paediatrician 
"Bra e the contact. If approached often enough, the general practitioner may agree 
"d oe to stop the pestering. It may well take only one successful meeting, 

rief and effective case conference to convert him to years of multi-disciplinary 
Co-operation. It is worthwhile to try to make this miraculous conversion not just in 
cases of child abuse, but in any situation when it is felt the general practitioner has 
Something to contribute. It is all too easy to fall into the trap of mutual rejection, to 


the detriment of patients and clients. 


Community midwives 


Some ante-natal examinations can be carried out in the home by community midwives. 
This has become possible with the reorganisation of the Health Service. Community 
midwives are now based in hospitals in close contact with consultant units. A number 
d advantages would follow, including the saving of money by transferring medical 
time from cost-intensive hospitals to the cheaper primary care team. The size of ante- 
natal clinics would be reduced. After booking, ante-natal checks in the early and 
middle months of pregnancy are medically dull, and can be looked on as a waste of 
skilled time for highly trained obstetricians. Removal of about half of these exami- 
nations would free them for the complicated situations where they are really needed. 
At the same time, the role, interest and responsibility of community midwives would 
be increased. 

Lastly, and most impor 
would be provided for the predic 
health visitor brought in to help, 
factors in an informal way. 

My recommendations are 


tant, in the concept of this meeting, greater opportunities 
tion of child abuse. A midwife, perhaps with a 
would be able in the home to identify the known 


printed in Chapter 29 (see p. 190, 191). 
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Discussion 


Dr Beswick claimed to have been educated about child abuse largely east um 
staff of the Park Hospital for Children. Oxford, a privilege not available to Mss 
practitioners in other localities. The group agreed that the development E eri 
general practitioner services based on the same principles would be of great neal 
ance. In his turn, Dr Stone made valuable proposals as to how the interest bos con- 
practitioners could be enlisted and their skills increased, while. at the same ti 
ceding that some practitioners would not respond. F hat each 

In discussions about the management of families, expectations be er een s 
person in the team can achieve are often unrealistic: but a collection of penam 
forming a team to tackle problems, which they all can see, could advance dE 
recognition of the problem and referral elsewhere. Such good team work p i 
more effective in Some cases than the large formal case conference. which weis 
get caught up in discussions about court action. Team members play en, sn helps to 
part in Supporting each other. Their participation in establishing play group reed to be 
extricate families from isolation and encourages their socialisation. Fathers r 
actively involved as well as mothers. ilies had asked for 

As regards numbers, Dr Beswick reported that eighteen families ha dept 
help in 8 months and only one child had been admitted to hospital on d to 
bruises. Patients who were used to attending doctors’ surgeries might find weations o 
discuss their problems and seek help there than in social welfare offices. gout 
confidentiality do arise, but with the caring approach to families, such di 
can usually be overcome. ^ ny training 

On practical matters, from the general practitioner point of view, À ; meetings 
meetings should have academic approval, which is more easily obtained fo ca 
held in medical centres. Should finance be a problem. the help of drug comp 
could well be Sought. 


15. The role of the health visitor 
in the prediction and . 
prevention of non-accidental 


injury 


JEAN DAVIES 


d publicity has been given in reports of recent cases of non-accidental injury to 
Pei of the health visitors concerned. There has been at least one common | 
e ; namay the very high population covered by one health visitor. In the Inquiry 
9 the family of John Auckland, it was reported as over 10,000 and, in the Steven 
Meurs case, 1 1,000. These are by no means isolated instances and in the present 
economic situation there is a danger that case loads will become even heavier. In such 
Situations regular visiting to all families with young children becomes an impossibility 


and ‘selective’ visiting becomes the norm rather than the exception. 


The health visitor’s tasks 


mmended a ratio of one health visitor 


As long ago as 1956, the Jameson Report reco 
h and Social Security Circular 13/72 


to 4,300 population. The Department of Healt! 
States:- 


*While subsequent experience confirms this estimate as reasonable for 


Some areas, a ratio of one Health Visitor to 3,000 population may be 
desirable in others; e.g., those with a highly developed system of attach- 
ments to general practice, or with a high immigrant population. Such 


3 provision would be exclusive of supporting ancillary staff. 
It is encouraging that the document on Priorities in the Health and Personal Social 


Services places such emphasis on the need to expand the preventive services; but 
what, in practice, can the health visitor do to help reduce the incidence of non- 


accidental injury? 


Regular visiting 


dual increase in the number of health 
there are still some areas where geo- 
ages and disadvantages of attachment 
ffect on the subject under discussion. 


Over the last few years, there has been a gra 
visitors attached to group practices, althougl 
graphical districts are worked. There are advant 


Schemes, and I propose only to examine their e 
One result has been to hasten the expansion of the health visitor's role. Because many 


more problems of the handicapped, bereaved, elderly, etc., are referred to her by the 
general practitioner, less of her time is spent with the pre-school child. 
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Why is this to be deplored? 


l. Health Visitors have no right of entry to any person's home. Consequently; 
they have to establish good relationships with the families under their care. , 
This cannot be achieved at one visit, but only over a period by regular baie 

2. Home visiting is essential for the detection of early signs of stress, which sou 
lead to child abuse, e.g. depression or mental illness in either parent, marital re 
disharmony, or financial difficulties. A change of behaviour or deterioration 
the standard of home care may be the first tangible sign of trouble. Much 
misery and even tragedies might be averted if help could be given before a 
crisis develops. inic, will 

3. Developmental assessment of young children, either at home or at a clinic, V f 
give valuable information regarding both the physical and emotional health © 
the child. ; 

4.  Itisnowan accepted fact that some of the parents who abuse their eise 
come from families where violence has ruled down the generations. Many fie 
the parents were themselves unloved children. It is only by gaining the pe 
dence and trust of the family that health visitors will realise just how TERS 
help and support is needed. This is unlikely to emerge in the clinical amea ; 
phere of a surgery, Equally important, the attitudes of the parent to the c 
and child to Parent, can be seen in the home and when it is possible to see 
both parents, their reaction to each other. 


Primary health care teams 


Since reorganisation of the National Health Service, much has been said nel 
formation of these teams. Their effectiveness is obviously facilitated by goo es are 
ment schemes, particularly when social workers are included, but these ep xus 
not an essential pre-requisite to good liaison and cooperation at field level. 


for this cannot be over-emphasised. For example: in investi- 

i The health visitor and the general practitioner should work tope T idal 
gating the reasons for frequent visits to the surgery with apparently tr 
complaints. 


e 
2. The midwife (hospital or domiciliary) and health visitor need to es fua 
information regarding families at risk. One of the London eai anche 
tuted a system of alerting health visitors to the birth of babies bo 
District General Hospital likely to be at risk. jon between dlie 
3. When social case work is required there needs to be Ba aide rini 
health visitor and the social worker, with a two-way hen e ino 
All too frequently, when a case is referred by one department, 


feed-back from the other. " ointment of 
4. Informal discussions with all concerned will often result in the app 


i for the family, 
one person as the key worker to undertake the main support 
calling in the other agencies as necessary. 
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Change of Address 


The health visitor, working in a geographical area, will quickly see or hear of a new 
family on her ‘patch’, often from neighbours or tradespeople. She then visits and lets 
the newcomers know of the services available. This is where we meet one of the 
disadvantages of attachment to group practices. The health visitor may have no 
record of the family and assume that they have registered with another practice. 
Information concerning new families with young children in an area needs to be 
carefully co-ordinated to minimise this risk. 


Play groups and day nurseries 


Responsibility for the registration and supervision of play groups now rests with the 
Social Service Departments. However, it is important that contact is maintained 
between the play group leaders and the health visitors 
l. To discuss and give advice on any health problems of the children attending, 
and 
2. To follow up children whose relationships with other children or adults reveal 
behaviour problems or difficulties 
Any suspicion of child abuse obviously nee 


urgency. It is unrealistic to expect the play group 
health visitors attached to each practice. In some groups in big conurbations there 
may be more than a dozen practices involved. One health visitor should be designated 


to act as liaison visitor for each play group. 


ds to be investigated as a matter of 
leaders to contact individual 


School health 


re to be adopted when non-accidental 
in the schools that more could be done 
s the health visitor come in? 


I do not propose to discuss here the procedu 
injury is suspected. However, I feel that it is 
to lower the incidence. What and where doe: 


Health education 

There appears to be a gradual increase in the amount of time devoted to ‘education 

in personal relationships’ in schools. Some of this is undertaken by specially qualified 
teachers, some by health visitors and some jointly. But, as I said in my original 

paper at Tunbridge Wells, *too many young people leave school and set up home with- 
Out being able to adjust to each other, let alone have any children. 


Child care and child development 
Instruction on these topics is very patchy. In some schools quite comprehensive 


Syllabuses are drawn up, often with the participation of the health visitor. In others 
such instruction is non-existent. Even where it is included in the timetable, the lesson 


is usually ‘for girls only’ and because of the pressure for examinations, often confined 
to those in the lower ability streams. 


* See Concerning Child Abuse, p.80. 
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Perhaps I could quote my personal experience of one scheme. At a school where 
I was involved as health visitor/school nurse, the children (aged over 14 and all girls) 
Were invited to bring their young brothers and sisters to the school one afternoon 
each week. There were usually ten to twelve children there, aged 1% to 4 years. The 
class teacher soon realised that she needed professional help in dealing with some of 
the questions, so I was asked to give a few talks on child development. Out of this 
arose a series of discussions on the needs of children, as well as on human develop- 
ment. Whilst being delighted at this opportunity, I was left with at least two regrets 
one, that boys were not invited and the other, that this type of education had not 
been given until the last year at school. It should start very simply in the primary 
school, to be dealt with in more depth throughout the senior school. It should not 
be left until children are adolescents. 


Counselling in schools 

What relevance has this to the subject under discussion? Experienced counsellors M 
been appointed to some large comprehensive and senior schools and are always s | 
able for consultation by the pupils. In other schools health visitors attend at specific’ 
times for this purpose. Children who find it difficult to communicate with their 
parents, but are in great need of help, are increasingly asking for it at school. So! 3 
them come from homes where there is little love or attention given, so a sympathetr 
understanding could go some way towards preventing the perpetuation of the patte" 


ne o 


Medical inspections and Screening 

Evidence of injury may be found at a school medical inspection when primary PI€ à 
vention has obviously failed. Warning evidence may be picked up at a routine sion 
ing session for hygiene or vision by the health visitor or school nurse. Deterioration 
in the standard of Care, or a change in the attitudes or behaviour of the child, may 
be noticed or reported by the teaching staff. Not all children in these categories wil 
be subjected to abuse but the presence of such changes does indicate stress and nee 5 
to be investigated. Where school nursing duties are delegated to less qualified staff, 

it is important that the health visitor maintains regular contact with the school. 


Special problems 


No access visits 

One of their biggest problems is deciding what action to take after ineffectual visits 
to families at risk. This needs to be discussed with the nursing management and an 
agreed procedure drawn up. It is of prime importance that the date and time of 
such visits is recorded. 


Need for adequate office accommodation 

Many health visitors still work from home. Whilst this facilitates contact by their 
clients out of office hours, it does inhibit communications with other agencies, such 
as social workers and hospitals. There needs to be a central point where messages 
can be left. No office accommodation usually means no clerical support, so all re- 
ports have to be handwritten, and this is not conducive to good record-keeping. 


ili. 
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mop liaison 
h lany scl i Di n 
y 1emes to impr iai 
prove liaison between tl i 
ne hospital and co i i 
immunity services were 
re 


in operati 
on before reoreanisati : 
ic be open s ipi reorganisation of the National Health Service in 1974, and it i 
at these will erow a „and it 1s 
T A row and be extende i B 
unbridge Wells Study rou; ha ; tendet. The recommendation by the 
lavou diny y oup that the health visitor should be notified of all accid 
some areas nursin ou if carried out, produce a big administrative bk "s ents 
2 d a i c el 
finm Ier ecl g officers from the community are receiving lists of such ist i i 
eagues in the hospital, an id ^ è ch casualties 
Receniy pital, an idea that might well be take i 
the ne e: E aken up in other ares 
locair Dee fore of Health and Social Security issued gil tty 
ition and Health: Everybody 's Business. This phrase could so ; ie 
E so aptly 
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edt we TTA 
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The 
Court Report — ‘Fit for the future’ 


This rep S] e »: e e 
5 report, publisl si i per was W n Wi e e sn 
d red since this pa i 
ar as wri i ay a t 
tten, in no way alters th poin made. 
ing the importance of home 


In fact i 
üct it serves to i 
MY underline asec alos 
visiting. If the rec ectheny, particularly in emph 
Shier e recommendations of the Court Committee were ad i 
s would be appoi i - vere adopted, child healtl 
ppointed undertaking both preventive and c Ini ; ealth 
home and clinics 229 : apap i aoa cius 
Refe x f 
visitor seria has already been made 
atio. , è 
he Report suggests one child health v 
e clinical nursing. 
visited regularly. 
and will be the subject of much 
nks of some of the 
It is encouraging that 
ys must be found to 


to the dangers of large population to health 
With child healt! sts oi isitor to 1,600 children (aged 0-15) 
that all fes 1 nurses to assist with th This would certainly mean 
libns of sini young children could be 
criticism, but thi recommendations are controversial 
Suggestions. t is will be debated elsewhere. Whatever one thi 
the needs E, M many will be impracticable for years to come. 
"prove the pices should be highlighted in this way, and wa 
uation now, even in these impoverished times. 


Discussion 

general practice attachment of health visitors, 
. One disadvantage is that where- 
shical area and the families living 
ed with the practice. Some ways 


possibly those 


So 

me d 

i oubt we 

although bia expressed about the 

as the health ae are seen to be considerable 
isitor used to get to know her geograr 

most in need, 


load of extra work laid on the health 
t areas she has not time to keep in 


nt. Her old commitment to advising 


as suggested. she should 
might not have 
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: w 
the group learned that when a family in receipt of Social Security claims o 
area, the Social Security officer in the new area writes to the old area for the T on 
The Director in the old area may then be notified so that he can communicate 
his opposite number in the new area. : dé 
The group stressed the importance of keeping a record of height and n 
weight of all children whose Progress is being supervised. 


16. The current social work 
situation in relation to child 


abuse 


SALLY BEER 


Since the first meeting of the Tunbridge Wells Study Group in May 1973, the subject 
of child abuse has ‘exploded’ on the social work scene. The report on the death of 
Maria Colwell and the later enquiries about Richard Clarke, Stephen Meurs and the 
Auckland children have created an atmosphere in which many social workers them- 
selves felt ‘battered’. The comments made by, not only the popular press attempting 
to sell newspapers, but also fellow professional workers that have apportioned blame 
to young, named social workers, have saddened many of us who have felt that we have 
been forced into the position of defending actions or decisions that we hope we would 
not have taken ourselves. 
The social service department has a duty to investigate any complaint that a 

Children and Young Persons Act 1969 Section 2 (1)). Social 


child is being ill-treated (| 
tments are especially aware of the 


workers in local authority social services depar 
pressures ot the community in the form of neighbours, doctors, the media, police and 


the social service department management itself. The present climate of feeling about 
child abuse produces high levels of anxiety amongst workers and the public. In some 
Situations this may tempt the social worker to under-react in an effort to calm an al- 
ready heated atmosphere. Although the response is aimed at a realistic assessment, 
the temptation to under-react to the pressures may be counter-productive in terms of 
protection of the victim, treatment and inter-disciplinary cooperation. 


Techniques of management 


During the past three years Local Authorities have set up Area/Borough Review Com- 


mittees*, registers for children at risk of abuse, and many have involved and some- 


times extremely complicated procedures for workers dealing with children ‘at risk’. 

It has been noted by a recent BASW Working Party on Violence in the Home?, that 
the management of several Local Authority Social Service Departments paid lip-service 
to their procedures, which they felt were being carried out when in fact poor profes- 
sional practice or lack of resources inhibited effective work. Management is responsi- 
bile for ensuring that social workers are able to carry out the procedures that they 

lay down. Government circulars have concentrated so much on procedural aspects 
that there has been a tendency to think that this is all that need be done to ensure 


* DHSS Circ. LASSL (72)2 
+ BASW evidence to the Select Committee on Violence in the Family 


LF 


p" «X 
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that the decisions made about child protection are effective. Much thought still needs 


to be given to the very complex question of the best way to enable a child to fulfil 
its potential. 


The British Association of Social Workers has drawn up a Code of Practice for 
Social Workers and senior social workers Supervising ‘children at risk’. This document i 
attempts to highlight responsibilities of the social worker in terms of good professiona 
practice, but it must be clearly acknowledged that high standards of social work inter- 
vention depend also on effective structures for support and adequate resources. 

The present cuts in Local Authority expenditure, with at best nil growth in most 
social service departments, has meant that the resources acknowledged by all to be 
necessary for efficient work with families who abuse their children, have developed 
very slowly, if at all. Research has shown that intensive help is required if re-injury of 
children in violent families is to be prevented. These cases are both anxiety provoking 
and time consuming, and management must, therefore, eive appropriate weighting to 
them in the work load of the social worker. Despite the fact that most agencies ack- 
nowledge that priority should be given to a child at risk of physical injury, priority in 
terms of resources of man power, alternative care etc., it does not seem that the help 
given is enough. 


Many departments now employ specialist workers but to. 


o many of these indi- 
viduals are based at a central office. The Specialist expertise and knowledge need to 


be area based. There should be a team with this specialist experience to cover each 
er workers from taking cases, the team should 


possible non-accidental injury. 


CHECK LIST FOR CHILDREN AT RISK OF NON-ACCIDENTAL INJURY 


A Degree of social isolation 
GP contact 
Health Visitor contact 
Family/Friends support 
B. Family history - degree of mobility, 
oF Obtain a general picture of family health, especially that of the mother 
It will be necessary to have the obstetric history at some Stage in diagnosis 
Do the parents have a Poor self image and lack self value? 
D. Assess growth and development of the child using developmental milestones. 


Do you consider that the child’s basic needs, such as warmth, food, play, physical contact, 
hygiene are being met 


adequately, 
intermittently, 
not at all? 
Is there evidence of neglect or failure to thrive? 
E. Signs of injury 
(1) Bruising - look for old brown bruises, blue bruises, fresh red marks. Facial 
bruising is important especially around the mouth - swollen lips. 


- is there a life line? What is the quality of: 


previous history of family violence 
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(2) Observe the way a child moves to assess if there is any injury. 
Does he use all limbs? Is it painful for the child when picked up? 
Are there any sore joints? 
(3) Note small round cigarette burns. 
(4) Note bite marks. 
(5) Note all unusual skin abrasions. 
(All above can be seen by an observant worker without a special physical 


examination). 


F. Note if child has a high degree of awareness of adult movement. 

G. If child is injured or ill, is there any delay in seeking treatment, or refusal to do so? Are 
there any discrepant histories for the injury? 

H. Consider the fact that the abnormal/physically deformed child may be the abused 
child. 

L What is the quality of the adult/child relationship? 


qd) How do the parents perceive the child e.g. ugly/attráctive, bright/dull, 


loving/cold, clumsy/agile? 
(2) Are the parents’ expectations realisti 
behaviour appropriate to child’s age? 
(3) Is the handling distant and mechanical especially 
nappy changing? Do the parents talk to the child, 
to eye contact? 


c? Is parent's reaction to the child's 


in relation to feeding and 
fondle him or smile at eye 


The multi-disciplinary approach 


Many of the problems noted by the Tunbridge Wells Group in relation to inter- 
disciplinary co-ordination have been resolved, but the difference in approach to the 
problem based on more fundamental factors would seem to have been highlighted 

in some areas. This is notably the difference between the police and social workers. 
Much of this difficulty has been well publicised and it is unfortunate that areas where 
liaison and cooperation are good do not attract the attention that some individual 


senior police officers achieve. 
The liaison and cooperation between 


improved greatly, but it is noted that, as wi 
are some areas of the country in which it is di 


in the form of medical advice. 
The extent to which Local Authority Social Services Departments can play a 

significant part in preventing child abuse is limted by the demands for crisis inter- 
zh I work has set up specialist teams to work 


vention work. The Authority for whi: 
with under-fives. The aim of these teams is to work with young families with children 


at risk, to be a centre for expertise in child abuse for the area, and also to carry out 
some real preventive work, The team is responsible for all Day Care services for 
under-fives and attempts generally to raise the standards of child care for this age 


range. 


social workers and the Health Service has 
th the Social Service Department, there 
fficult to find the necessary expertise 


Social workers are not involved neatly enough in prediction and prevention. 
Together with health visitors and other workers they should be able to understand 
and assist parent/child relationships, using the mounting supply of well researched 
information about situations likely to cause family breakdown. We need to develop 
and to provide preventive services such as good day care for under-fives and their 
parents, domiciliary help for families of children ‘at risk’, self-help groups of parents 
offering mutual support and effective 24 hour crisis centres. 


120 CHILD ABUSE 


However, the allocation of scarce Tesources in a time of economic cuts is largely 
a question of ‘juggling’ priorities. We must look much more closely at work carried 
out by small specialist units to see how their research findings can be applied in mak- 
ing the best use of precious resources. 

A number of recommendations are printed in Chapter 28 (see pp. 188 et seq. ). 


Discussion 


The social worker is without doubt being given too many functions, too much work 
and, possibly considering that on average only 40 per cent are qualified too much 
responsibility. Voluntary bodies like the Family Welfare Association and the Family 
Service Units could make a bigger contribution and lay helpers could and should be 
mobilised selected and instructed. The supply of workers and resources is governed 
locally and not directly from central government. One serious drawback to training 
is the shortage of experienced training staff and, for field workers, lack of secretarial 


17. The present position as seen 
by a magistrate 


W. E. CAVENAGH 


The law is not a person. It cannot act, to put matters right or otherwise, on its own 
initiative. The legal system set up by society and the legal machinery which it makes 
available is simply one of the tools which may be useful in cases of child abuse. It 

can be used to enable whoever is managing the case to acquire legal powers so as to 
achieve some result, or take some action which they otherwise have no power to do. 
Examples might be the obtaining of a Care Order, enabling the social services compul- 
sorily to remove a child from its parents, or the securing (by the police) of a convic- 
tion and sentence enabling them to have a cruel parent punished. It is the responsibili- 
ty of whoever uses this tool to use it in a way which is appropriate to the end that it 
is intended to achieve. The party bringing the case must be prepared to take the 
initiative in starting proceedings and must bring the evidence and the witnesses 
necessary to a successful conclusion. In a court case, it is not the court's job to find 
out who did what. It is the job of the parties to bring the evidence and prove the 

case to the court. It is not the court's responsibility to seek out the evidence. The 
court has no interest in either party's case as such. Using the legal machinery does 
not always involve court proceedings, but the following outline of the position as 


seen by a magistrate may be helpful. 
Court orders 


A place-of-safety order 
In crisis intervention this may well be the first step and it can for obvious reasons be 


of vital importance. Anyone at all may apply toa magistrate, and not necessarily in 
court, for power to remove and detain a child for a period not exceeding twenty- 
eight days pending care proceedings. These are judicial proceedings, but the police 
can remove a child without making such an application, and can detain him for up 
to eight days (though his parent or guardian on his behalf may apply for his release). 
In either event, there must be reasonable cause to believe that the child is endangered 
and that the need for care and control is shown both by the child’s present situation 
and a reasonable assessment of his future. 
The statutory criteria indicating a need for care and control are listed below. 
Firstly, as regards the present state of the juvenile, namely that 
1. His proper development is being avoidably prevented or neglected, or his health 
is being avoidably impaired or neglected, or he is being ill-treated; or 
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N 


The above condition is probable following a finding in respect of another child 
who was, or is, in the household; or i ; 

3.  Itis probable that the conditions set out in paragraph (1) will be satisfied in 
his case, having regard to the fact that a person who has been convicted of an 
offence mentioned in schedule 1 to the Children and Young Persons Act 1933 


(e.g. neglect, cruelty, etc) is, or may become, a member of the same house- 
hold as the child; or 


4. He is exposed to moral danger; or 
5. He is beyond the control of his parent or guardian. 
Secondly, as regards his future, that 


de He is in need of care and control which he is unlikely to receive unless the 
court makes an order in respect of him. 


Wardship proceedings 


Any person having an interest in 
Summons make the child a ward 


may be made before the summons is issued 
ge will not remove a child from home unless he is given 
upposing that such action is necessary. 


(see Ch. 24), but the jud, 
reasonable grounds for s 


Cases which are brought to court 
These cases are heard in either criminal or civil proceedings, or both, according to 
what the party bringing the proceedings expects or hopes to achieve. Criminal pio" 
ceedings are prosecutions brought by the police in the ordinary criminal court and if 
Successful they render the convicted offender liable to punishment or probation. The 
criminal court has no power to make an order relating to the child. Civil proceedings 
SPCC or the police and are heard in the 

re and subject of the hearing. The juvenile 

to order the punishment of an offending 

he court has power to make an order for the 


Juvenile court with the child as the cent 
court has no power in such proceedings 


party. If the proceedings are successful t 
child's welfare. 


Interim care orders 


The juvenile court can make an interim order, committing the child to the care of 


ot more than twenty-eight days at a time, at any time during 
the proceedings. Such orders may be necessary for any of a number of reasons, one 


of which may be that the child is at risk whilst an accused adult is on bail pending or 
during criminal proceedings. 


Evidence 


The weight of evidence required in a criminal case is such as to Satisfy the court of 
the guilt of the accused beyond a reasonable doubt. In the juvenile court it is only 
necessary to satisfy the court that, on a balance of the probabilities, the situation 
appears to be such as the complainant alleges it to be. Those bringing proceedings 
must be prepared to prove the case. This involves producing the evidence to the court, 


THE PRESENT POSITION AS SEEN BY A MAGISTRATE 123 


and is a matter for careful consideration by social service departments expecting to 
appear as witnesses, complaints or social experts reporting to the court. Parents 

are allowed to help the juvenile and may question witnesses and must be allowed to 
make a statement or representation. In their absence. a relative may stand in for them 
if the juvenile is not represented. There is power in care proceedings for the court 
actually to exclude the juvenile during part of the evidence (except as to his character 
or conduct) if it thinks such a course desirable but parents or guardians must be 
allowed to remain in court. Conversely the court can exclude the parent or guardian 
whilst the juvenile gives evidence or makes a statement, if special circumstances make 
this desirable. But if it does so, then the parent or guardian must be told of any 
allegation which has been made against him whilst he was out of court, and must be 
given the opportunity of meeting it. by calling evidence or otherwise. The child may 
be granted legal representation at public expense, but there is at present no arrange- 
ment by which the parent or guardian can apply on his own behalf, though this 
position is to be changed under the Children Act 1975 when certain provisions are 
brought into operation. It is particularly important in a care case that lawyers on 
both sides should be familiar with court procedure and with the detailed provisions 
of the statutes under which the proceedings are brought. For example, some lawyers 
appear still to be unaware that proving the need for the court to make an order may 
enable the complainant to bring forward and the court to admit as evidence a great 
deal of family history insofar as it concerns factual evidence about relevant behaviour 
as observed by the witness, about the personalities involved and about the significance 


of these in relation to the likelihood of adequate care in the future. 


Orders which can be make in successful care proceedings 
The most important and the most frequently used of these are the Supervision and 
the Care Order. 

The Supervision Order lasts thr 
social worker usually supervises unles 
family. The order can be discharged early on the 
parent or the juvenile himself. There is a duty on the 
no right of entry for the supervisor and the supervision is of a general character. 

The Care Order gives the local authority powers to override the parents or 
guardians in the exercise of most of their parental powers and duties. The court has 
no power to supervise the local authority’s use of these powers. Whatever the court 
intended, the use made by the authority of the powers granted is a matter for them 
alone. The order runs until the juvenile is 18 if not discharged earlier, but the local 
authority must review each juvenile in care at least once in each six months. Discharge 
may be applied for by the local authority or the parents or guardian or the juvenile 
himself and a discharge may be granted completely or by the substitution of a 


supervision order. 
Before deciding on the best order 


ee years or less if specified. The local authority 
s a probation officer is already working with the 
application of the supervisor or the 
supervisee to receive visits but 


to make the juvenile court must consider a 


report made by a social worker on the child’s social background, health and education. 
This may and usually does, include an opinion (with which the court is not bound to 
agree) as to what would be the best order for the court to make (since that is the 

object of the whole exercise from the point of view of the party bringing the proceedings). 
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This is not the same as evidence and cannot be produced before the finding in € 
to prove the case. Nevertheless the parent or guardian must be told of i n n 
Which is material to the question of how the child is to be dealt with, so that de 
have the opportunity to refute what is said if they do not think it is true. Similarly 


1 i t his 
the child must be told (if he is of an age to understand) anything material abou 
own character or conduct. 


Rights of appeal against sentences or orders ' itot 
There is the usual right of appeal to the Crown Court in a criminal case. A righ re 
appeal exists also against both finding and order in care proceedings. Notice mu: 


given by, or on behalf of the Juvenile within 21 days, and legal aid may be granted 
as for the original proceedings, 


Summary of provision made in Children Act 1975 for cases in which there is a 
conflict of interest between parent and child 


The court shall make s sociis 
for discharge unless it is satisfied that to do so is not necessary for safeguarding t 


These powers are also to be exercisable b 


y a single justice before the hearing of 
the application (Section 64). 


be taken to include a single justice. 


Rules of court are to be made relating to these appointments (Section 64). 


Ordering legal aid to be given 
Where an order is made t| 
the juvenile, the court 
(Section 64). 


hat the parent or guardian is not to be treated as representing 
may order that the parent or guardian shall be given legal aid 


THE PRESENT POSITION AS SEEN BY A MAGISTRATE 125 


Cautionary note 
These provisions of the Children Act are not yet in operation at the time of writing. 


Discussion 


Most of the discussions about legal matters are gathered together on pages 194-5 

but some special points were raised by Dr Cavenagh for discussion. She saw the 
juvenile court as a gateway to social action and counselling. Doctors and social work- 
ers seem now to be overcoming some of their earlier unwillingness to come to court. 
They must learn how to present evidence. A Doctor can always give his evidence on 
affidavit. In the less clear cases magistrates can be difficult to convince. Juvenile 
Courts do differ in their ways but witnesses should not be subjected to harassment. 
The court is able to press for speed in hearing a case, something that should be 
remembered when a speedy decision is important for the child. While the justices 
should undoubtedly be instructed in a general knowledge of child and family devel- 
opment, experience and knowledge of social welfare should be in the court and not 
on the bench. The recruitment of magistrates presents problems if the aim is às it 
Should be to gather from a cross section of the population with life experience. Young 
people and black people prepared to serve were hard to find. Doubts were expressed 
about the presence of school teachers as magistrates on juvenile benches before which 


present and past pupils might appear. 


18. A police view of the present 
position 


MARY WEDLAKE 


Introduction 


Since 1829 the primary objects of the Police have been the prevention and urged 

of crime. Assault on a child is a crime, whoever is the perpetrator, and our can from 

clear today as it was in those formative years. Let no person think we will shrin 

that duty; rather let them feel secure in the knowledge that we will fulfil it with 

vigour, determination and compassion. been 
Since the report of the Tunbridge Wells Study Group in 1973, there has ad 

much discussion, rhetoric and protestation about police involvement with child a 

Before I comment on the specific areas of police involvement as contained in the E 

resolutions of 1973 let me say I am confident that the way to the end we are all s 

ing, the safety and comfort of our Society’s children, has been made much clearer. 


Parliamentary select committee 


> r 
Like other concerned parties the Metropolitan Police gave evidence to the Pn y 
Select Committee on Violence in Marriage. This was on 4 May 1976 and there is n gn 
need here to deal with that paper. Naturally we await with patience, yet some urge 
for the deliberations of that body. Any significant change in our methods or policy 
must wait for the consideration of their recommendations. It would not be too pre d 
Sumptuous to say that we believe that our current thinking and standpoint can n 
the test of examination. Despite this constraint we have continued to seek ways 0 


. ; ieve we 
improving liaison with other disciplines and, despite notable exceptions, I believe 
have done so, 


Area review committees 


With the establishment of Area review committees the Metropolitan Police took the 

iew that police participation should be at the level of Detective Superintendent, " 
officer with considerable investigative experience of people and crime. It was hope € 
that representation at that level would lead to the formulation of sound and enlighte 
guidelines within which to work. A survey of Detective Superintendents in the n 
politan Police Area has Shown that there were differences of view and even total pol- 
arisations within certain committees. The Metropolitan Police would not seek to deny 
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their share of the responsibility for this failure. One thing is clear, namely that 
Police were the only group who were positively discriminated against and whose 

role was severely questioned. This cannot be seen as a spirit of cooperation envisaged 
by the Department of Health and Social Security and the study group itself. If any- 
one doubts the discrimination, the point can be emphasised by particular reference 
to the important area of the case conference. 


Case conferences 


Police attendance at case conferences can depend on one or a number of considerations. 
The Chairman of one Area review committee stated that Police would not be repre- 
sented at any case conference. His decision was final and had obviously been agreed 
privately, despite explanations of the legal and police position and the existence of 

the DHSS guidelines. Other considerations were that Police should be present only 

in very serious cases, or after the members of the conference had unanimously 


agreed that Police should attend, or provided the Police agreed to abide by the recom- 


mendation of the case conference, or provided the officer attending could give a dec- 
ase conferences 


ision there and then. There was even the proposal that separate c 
would be held for those members with opposing views on police participation. Ano- 
ther committee felt that Police should be informed only where there was clear evi" 
dence of a criminal offence and the conference was unanimous in agreeing. 
I became gravely concerned when I read the list of constraints, but, thankfully, 
I can confirm that there has also been real cooperation and progress. In one area 
where police particpation is excellent, the method employed is worthy of attention 
and recognition. 
An officer has been appointed, and it happens to be a woman, with a special 
responsibility for liaison with the Social Services and other agencies in relation to 
‘care’. This officer becomes the natural choice for regularly attending case conferences 
and because of her continuous involvement with the members there is already a basis 
of mutual trust and understanding. Police policy at the case conference is the same. 
In practice, the officer reports the nature and views of the conference on a form 
which is seen by a senior officer and where an investigation is necessary it is made. 
Where abuse is reported to police by an agency, it is confirmed by a form provided 
by police. There can be no misunderstanding of what was reported to police. There 
is a general consensus that the whole system of case conferences operates efficiently 


and effectively. 


Unilateral action on investigation and the decision to prosecute 


d we would not seek to change it, the duty of the police is clear. 


As the law stands, an 
the circumstances. It can never be over- 


Where a crime is suspected, it is to investigate 
emphasised that the possibility of a police investigation is in itself a preventative 
measure, but, further, that such an investigation can be firm yet tactful; thorough 
yet considerate; and objective yet compassionate. Professional and experienced police 
investigators have the necessary qualities and skills. 

Police have, and have exercised, discretion not to prosecute. Many examples 
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exist and if they provide credence for others in our belief in the fairness and propriety 


of our right to take unilateral action, then one barrier of contention may have been 
breached. 


A national register 


The National Society for the Prevention of Cruelty to Children are considering the 
feasibility of establishing a national register of children at risk or abused and a resol- 
ution of this group Suggested a working party be formed. For such a technique t be 
viable and of preventative value, it must have a proper foundation. The Commissioner 
has agreed to allow the expertise of National Criminal Record Office maintained at 
New Scotland Yard to be tapped by arranging for an experienced officer to address 


the NSPCC Advisory Committee on the problems related to the compiling and main- 
taining of such an index. 


Education, interest and training 


There is no doubt that the Subject of child abuse has become and is a live issue, engen" 
dering interest and discussion at all levels within the Metropolitan Police. There is a 
real determination throughout the ranks to act in the best interests of the child at 

risk or abused. The quality and extent of our training has been under scrutiny and 
tangible efforts (such as the purchase of slides and tape cassettes for educational. - 
purposes) have been made. It is fully accepted that a basic preventative measure ds is 
early recognition of child maltreatment by an officer who comes into contact with à 


: Jus T Là i rse 
family for whatever reason. The provision for additional training material and cou 
is under review. 


Conclusion 


The Metropolitan Police is far from content with the position as a whole and is 
anxious to strive for real understanding of roles, meaningful dialogue and frank 
expression of opinions. We are always prepared to listen and consult but despite the 


misunderstandings or misconceptions we have to endure we shall not allow the rule 
of law, our duty or the interest of the child to take second place. 


Discussion 


Clearly the relationshi 


ps between police and social workers and doctors still need to 
develop further towar 


ds collaboration. That there is a police viewpoint, his duty ; 
being both to prevent and to detect crime, is not disputed, any more than is the bias 
of social workers and doctors towards protecting their clients if there is sufficient 
doubt from the rigours of the law. Polarisation of those attitudes inevitably occurs and 
can only be reduced or prevented at the level of the workers by mutual understanding 
between them and by the establishment of a community of feeling for the families 
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involved. The hard line with its pre-occupation with detection and prosecution can 
never meet the soft line aiming at rehabilitation yet an atmosphere can and in many 
areas is generated which allows the most productive and successful cooperation. A 
transfer of responsibility for child abuse from CID to juvenile bureau helps. So usually 
does working together on area and district review committees. The group hoped that 
as the result of closer working and better mutual understanding the preventive role 

of the police would be stressed while greater discretion would be permitted over 
investigation and prosecution. Simultaneously the other professionals must always 
keep in mind the duty of the police. 

To what extent the top levels of hierarchies in the Home Office and the DHSS 
can document in simple language advice about the complexities of professional inter- 
changes remains to be seen. More hopeful is the gathering experience of cooperation 
between those actually planning programmes and working in harmony over families. 
The professional workers should everywhere get together to sort out any differences 
and to try to reach an agreed code of practice. 


: The history of previous convictions which would i 
in family flow charts, remains restricted information. If the police representative at 


à case conference expresses concern about the character of a particular individual, 
he should not be pressed for details and the delicacy of his position should be appre- 
ciated by the other members. All agreed that whenever a parent or caretaker is 
charged with assault on a minor, the social service department must be informed and 


a case conference should be called. 


certainly command attention 


19. The present position in the 
probation and after-care 
service 


R. W. SPIERS 


I should at the outset state that as an inspector of the Probation and After-Care De- 
partment of the Home Office I am drawing upon experience arising largely from 
transactions between the Probation Service and the Home Office and between the 
Home Office and other Departments and services. Some of those transactions have 
involved fairly detailed consideration of particular cases which have been brought 
to notice and which have called for investigation. Others were concerned with the 
formulation of guidance to practitioners and some were in the course of surveys 
concerning the extent and nature of probation service involvement with children at 
risk of injury or other abuse. I need to make clear however that whilst I can speak 
about the service I do not purport to speak for it, and Mrs. Blooman, as Chief 
Probation Officer, may wish to extend in discussion some of the matters which I 
touch upon or omit, or to give a different impression of what may seem to her to be 
significant. 
The suggestion originally put was that I might give a paper on the present status of 
the Tunbridge Wells resolutions. I see them, however, as a part of the historical 
background to more recent developments, and a base from which some of the guidance 
which has been given to services has evolved. The resolutions considered item by item 
do show some need for modification in the light of intervening experience. It is suff- 
icient here to note that the matters, which have significance for the Probation and 
After-Care Service, have substantially been reflected in the subsequent guidance given 
by central government. 
A general statement about the position of the Probation Service with regard to 
non-accidental injury to children might be along the following lines. The Service has 
in recent years become acutely aware of the seriousness of the problem of children 
at risk of non-accidental injury. It subscribes to the need to ensure effective co-ordi- 
nation between services and supports the establishment of area review committees, 
whilst experiencing sorne frustration, arising sometimes but not exclusively out of 
boundary problems. It welcomes and is prepared to make full use of case conferences, 
whether as a participating service contributing information and knowledge or support- 
ing agreed plans of actions, or as a service having primary responsibility to which 
others can contribute. Whilst accepting the need for safeguarding procedures such as 
registration and, in high risk cases, the special supervision of the worker by a senior 
officer, it bridles a bit at the establishment of such procedures which, for all their 
rationality in supporting good practice and service to clients, ma: 


y be misinterpreted 
by some as more concerned with the protection of agency than 


of children at risk. 
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Some officers would therefore lay most stress upon professional competence and 
integrity, in which of course they would include not only individual skills but also 
sound inter-agency practice and liaison. In an ideal world, perhaps they would be 
right, but in the world as it is, we have necessarily to take steps to reinforce by agency 
practices and procedures, the adequacy of the service which is given, and we must 
accept that highly demanding high risk situations call for exceptional measures. 

A general statement about the position of the Probation Service might go on to 
reflect the view that concern for non-accidental injury to children may be on too 
narrow a front. In the first place, there is the question as to whether registers should 
be confined to children in respect of whom there has already been an injury or whe- 
ther they should extend to children reasonably believed to be seriously at risk. The 
relatively few such difficulties, as have come to notice, raise the question also as to 
whether a decision not to register should be within the absolute control of any one 
agency, or whether such a decision about registration should itself by a matter for 
case conference. Then it mayalso be suggested that in any case the emphasis in guid- 
ance upon non-accidental injury to children to the exclusion of other forms of child 
abuse, and indeed the proliferation of guidance, may be counter productive in the 
sense that staff coping with multiple tasks involving other high risk situations may 
become counter suggestible to undue focus upon one amongst so many of their 


priorities. 
Tunbridge Wells Study Group Resolution I (p. 185) 


One specific Tunbridge Wells resolution, (Resolution I) recommends the establishment 
of area review committees at area health authority and local authority level. This con- 
tains the elements of some confusion, especially for the Probation Service whose 
areas do not necessarily relate to either body. In the Probation Service the administra- 
tion is related to the county, and in a Metropolitan county that may mean eight or 
more Metropolitan districts each having its own area review committee with perhaps 
no uniform agreement between them as to their practices concerning registration or 
on other matters. 
With regard to case conferences I should like to pick up a difference in emphasis 
between the Tunbridge Wells resolution and the guidance given by DHSS in its princi- 


pal memorandum of April 1974. The Tunbridge Wells resolution says that case confer- 
ence should 'supervise the management of families involved’, and in paragraph 14 the 
report of the group talks about case conference retaining an overall responsibility for 
each step that is taken. It concludes that the case conference should have the power 


to put its plan into operation or to modify it according to events etc. The DHSS 
memorandum (22 April 1974 paragraph 15) puts it differently and refers to case con- 
ference retaining ‘overall concern for the management of the case’, and it is this 
different emphasis which I think the Probation Service would uphold. 

‘Concern for management’ implies that major decisions subsequent to the initial 
agreement about strategy, supervisory responsibility and action to be taken should 
normally be made through case conference so that all concerned are party to any con- 
sequential shifts of emphasis which may be necessary and can make the necessary adapta- 
tions. ‘Concern for management’ also means monitoring the action which is being taken, 
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and this implies an obligation on individual agencies to keep the co-ordinator informed. 
It means a readiness to reconvene the conference to evaluate significant changes and 
to review developments. But case conference arrangements do not of themselves 
override or negate specific statutory responsibilities, which ultimately each agency has 
the right to fulfil. A possible outcome of case conference or inter-agency discussion 
may, for example, be a determination as to which agency or worker will have primary 
treatment responsibility. This may have implications for the acceptance by one service 
of a degree of delegated responsibility on behalf of another agency, or delegation O 
another agency of what might be a traditional duty of one’s own service. In agreeing 
to act for others, or to allow some other body to act on our behalf, however, we do 
not shift the base of authority or statutory duty. 

Case conference and other liaison arrangements may be used by an individual 
service to satisfy itself that duties which it has agreed to delegate are being adequately 
fulfilled. Likewise, an agency undertaking delegated responsibilities may use case con- 
ference to report upon its stewardship of those responsibilities which may not normally 
be those of that service, but which for the particular case have been accepted. 

Guidance to this effect was given to the Probation Service by Home Office Circular 
No. 4/1975 when it was also and consequentially stressed that agreements or under- 
standings between agencies should be recorded and confirmed between them in writing. 
This underlined the principle that agency responsibilities cannot lightly be assumed, 
delegated or dispensed with and that such inter-agency agreements, whether through 
case conference or otherwise, require to be endorsed at a senior level. So we emphasised 
that case conference should have a continuing concern for the management of a case; 
but distinguish this from authority or ability actually to manage across agency bound- 
aries. : 

I should like to comment upon another aspect of practice about which too simpli- 
Stic a view is sometimes expressed. Whilst acknowledging that case conference should 
be the medium through which significant decisions may be taken as to which agency 
or worker shall have primary responsibility, the arguments in favour of singling out à 
particular worker may be overstated, and the notion of the supremacy of the single 
worker may indeed in some respects be a myth. At one level we might recognise that 
there can be advantages in a vulnerable family having quick access to alternative 
Sources of informed assistance. At another level there may also be some situations in 
which workers, in dealing with complex multiple relationships, would choose not to 
work alone. So far as workers from different agencies are concerned, although their 
basic skills and ethos may be much the same, they may nevertheless have different 
resources and supports which they can call into play. Whilst duplication of itself is 
not be be encouraged this need not be the inevitable consequence of service by more 
than one agency, if by agreement it is determined which is Supporting and which is 
carrying primary responsibility for identified areas of interest, and if effective liaison 
is maintained, 


The involvement of the Probation Service 


The 1973 survey 
I should like now to feed in some information arising from the surveys, which we 
have undertaken concerning the involvement of the Probation Service in matters 
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relating to non-accidental injury to children. In the first place, it was shortly after our 
interest was awakened following the availability of the Tunbridge Wells Study Group 
report in the autumn of 1973 that we set about obtaining information in order to make 
some assessment of the extent to which the service was in fact involved in supervision 
directly arising out of non-accidental injury to children. The results of that inquiry 
have been made available in detail to the group, and to other interested bodies. All I 
need to say is that relating to victims in the whole juvenile court age range, that is up 
to 16 years inclusive, as at a single date in October 1973, the Probation Service had 
responsibility for about 350 families in which a person was under its supervision as a 
result of an actual offence of non-accidental injury to a child. Of those families, about 
200 had, at that time, been the subject of case conferences with other agencies. The 
inquiry also showed that, overwhelmingly, the most usual current contact was through 
à probation order in respect of the relevant offence. At least 67 per cent of the families 
thus had at least one parent on probation. The next most common occasion for con- 
tact was through release work with fathers who as a result of the relevant offence 
were in custody. This amounted to about 13 per cent of the cases. The substantial 
extent of involvement and the preponderance of probationers compared with after- 
care related to a custodial sentence were somewhat unexpected. The survey did not 
attempt to assess the extent to which the service was additionally involved in cases 
Where non-accidental injury was otherwise known or suspected. That it did not do so 
was largely because of difficulty of defining criteria for inclusion compared with a 
known and proven offence. Yet it may be not least amongst this less well identified 
group, that there is the greater need for professional alertness, since potential risk 

will not have been pointed out by the offence giving rise to Probation Service involve- 
ment. Yet, it may be a probation officer, who because of a supervisory responsibility 
is in a position first to recognise, or at least to question, what is going on and then to 


do, or fail to do, something about it. 


The 1976 survey . 
More recently, we have undertaken a survey of the number and types of cases registered 


by probation areas as at risk of child abuse, both under area review committee arrange- 
ments and for internal management purposes. This survey was not confined, as was 
that of October 1973, to cases where the responsibility arose directly out of an offence 
involving non-accidental injury to children, the later criterion being the fact of regi- 
stration rather than the nature of offence or circumstances giving rise to probation 
service intervention. The more recent survey (see Appendix II) showed that 2,267 
families were registered at 1 April 1976 for internal management purposes as being at 
risk of child abuse. Of these, over 1800 (81 per cent) were registered also under area 
review committee arrangements with the responsible central authority. The difference 
of just over 400 is accounted for principally by differences in criteria for registration, 
and in particular it highlights the fact that some authorities insist upon a known 
previous history of non-accidental injury before registration, whereas in the judgment 
of the Probation Service the risk of abuse was such as to justify registration with a 
view to the taking of special precautions. 

A point I wish to stress is that of cases registered by the Probation Service, its 
particular responsibility arose mainly out of adult offences which were unconnected 
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with child abuse (59 per cent), compared with about 17 per cent in which the adult 
offences did involve non-accidental injury to children and another 9 per cent involving 
some other form of child abuse. The balance of cases arose marginally from juvenile 
offences or care proceedings and, more substantially, from various civil matters such 
as matrimonial and wardship supervision. This latter group accounted for as many as 
8 per cent of all cases registered. 

I have earlier suggested that the demand for professional alertness on the part of 
the probation officer may be heightened where potential risk has not been pointed up 
by the circumstances or offence giving rise to Probation Service involvement. I wish 
now to reinforce this by reference to another factor derived from the earlier survey 
concerning cases in which the overt and intended purposes of supervision arose speci- 
fically out of relevant offences. From that Survey, we learnt that as many as 76 per 
cent of the families were also in contact with other agencies, 66 per cent being with 
Social service departments. Further, of child victims still living, that is between two 
thirds and three quarters of the sample, about 56 per cent were away from home in 
care, in hospital, with relatives etc. It follows therefore, that in a high proportion of 
those overt non-accidental injury to children cases at least one other agency would 
have a direct and recognised interest arising out of the same or similar circumstances, 
and therefore that the need for inter-agency understanding and clarification of respon- 
sibility should be readily apparent. By contrast, in the great majority of cases identified 
by probation officers as at risk and so registered, the involvement of other agencies, 
if it existed, might be understood or perceived to be unrelated to Probation Service 
purposes and would not necessarily or naturally give rise to co-ordinated effort. The 
professional responsibility upon the probation officer to recognise when to consult 
and to promote joint consideration or mobilisation of resources may in this less 
Specific high risk group therefore be that much the greater. 


Conclusion 


Discussion 


The group was pleased to learn of the part played by the published report of the dis- 
cussions at Tunbridge Wells in alerting the 
accidental injury to children. Concern had 


might arise at the end of the period of probation in families in which abuse and even 
non-accidental injury commenced or recommenced later. Could the probation officer, 


HE. 
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before he left the family, introduce to them a member of the social service department 
from whom they could continue to receive support? This raised the problem of 
‘multiple agencies’ and the probation service might prefer to make use of their own 
voluntary associates. Besides direct involvement with abusing families, the probation 
service is closely concerned with divorcing or divorced families where the children 

are at risk of neglect and emotional abuse as well as physical injury. Accusations of 
abuse by one or other party are by no means uncommon. The break-up of families 
and divorce are always extremely disturbing to the children and put them at risk of 
violence. The probation officer should always inform the social service department 

in professional confidence of any conditions needing investigation. Problems of 


custody and access can also be very damaging. 


20. A coroner on ennumerating 
child abuse 


D. R. CHAMBERS 


Partaking in two of these interd; 
injury to children, together w 
Sudden death in infancy, 
others directly concerned wi 


ight be has now become a controversial guessing game, sente argu- t 
gures are alsmost certainly an underestimate whereas others believe tha 
ead in the newspapers ‘ 
as ‘Parent attacks kill two children daily’*, but this article did contain 
the relevant criminal statistic that in 1973, the last yea 
at the time of writing, there had been only 67 cases of 
ticide of children under the age of 16. 

Estimates of the inci 
In April 1976 the then Mini 


ing that these fi 
the lower estim 
headlines such 


ilable 
r for which figures were availab 
murder, manslaughter or infan 


Demonstrably, there will be more cases of suspicion than of care 
brought, but even a relatively unsophisticated breakdown of the 
be known locally, would be very helpful in assessing the extent o 


* The Daily Telegraph, 4 March 1975 
t The Guardian, 7 April 1976 
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living child. Until such national figures are compiled it appears unlikely that it will be 
possible to make much more than inspired guesses at the real totals of children involved. 
As a full-time coroner my own interest is directed more particularly at death, at 
mortality rather than morbidity statistics, and two published sources are available rele- 
vant to the present problem. The Home Office annual Criminal Statistics give relevant 
figures of ‘Offences currently regarded as homicide by sex and age of victim’ (see Table 
20.1). The other source is the Registrar General’s Report DH4, referred to on page 139. 


Table 20.1. Homicide figures from Home Office Criminal Statistics (1974 Cmnd 6168; 1975 Cmnd 


6566) 
Age of victim Number of victims Number of victims Rate per million 
1974 1975 1975 
male female total male female total male female total 
under 1 year 27 22 49 14 17 31 44. 57.1 50.4 
l&underSyr. 19 14 33 17 10 27 1457 43. 9.6 
5 & under 16 yr. 26 18 44 10 12 22 2.5 2.8 2.5 


elate not to convictions for proven offences 
de. The other fact to observe is that there is 
no way of distinguishing those homicides by a parent from those committed by other 
persons nor of knowing whether the victim was killed following a period of abuse. 
Overall these figures seem to support the lower figure for deaths to be regarded as 
caused by ‘non-accidental injury". 
This somewhat sanguine view has 


As the reports make plain, these figures ri 
but offences currently regarded as homici 


been the subject of challenge, usually on the basis 


that individual cases are known to those directly concerned with the management of 
an abused child where the death has not been the subject of criminal proceedings so 
that it may not be reported in these statistics. Indeed, in the area of my own jurisdiction, 
four inner North London boroughs, I am consulted, usually once a year, about the 
death of a child by the doctors, who have been concerned with it in life when Ihave 
chosen not to inquire publicly into its death. Such an inquest is mandatory, where the 
cause is violent or otherwise unnatural, but if, after a complete post-mortem examination 
by a pathologist well acquainted with the pattern of injury in children, nothing other 
than natural disease is disclosed, then no inquest is required (save in the rather uncom- 

mon circumstances that one is needed to dispel rumours about the death). The coroner, 
in these matters as in many others, is dependent upon skilled pathological advice. 

Where the pathologist's report discloses that the cause of death is violent, the first 

question to be raised is clearly whether such violence was inflicted intentionally or 
with that degree of criminal recklessness which in law can constitute manslaughter. It 
is no exaggeration to state that in every child's death where violence is even suspected, 
the circumstances are enquired into immediately and with vigour by the local police 
and that the criminal investigation department is called in whenever the explanations 
given by witnesses do not exclude a criminal origin for the injuries. It is this very fact, 
which so often bedevils investigation of so-called ‘cot death’ as I have previously des- 
cribed (Chambers, 1974, 1976). The offence of ‘child battering’, as such, is unknown 
to the law; when death has been the consequence of injury inflicted unlawfully by 
another, the offence is homicide in one of its guises, murder, manslaughter or infanti- 
cide. Where there is enough evidence to justify such a charge, it will be brought. In a 
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number of such cases the assailant admits the offence, but when tie only para 
are the parents who adhere to a story of a non-culpable ‘accidental origin uda 
injuries, the whole case will turn on the medical evidence. The English law r pares 
would largely exclude much of the background information well known to à this fit 
might have been professionally concerned with the family. It is my view, tha dopey’ 
is not fully appreciated by doctors and social workers accustomed to the "xe dd 
proof required to obtain a care order, and not used to the strict proof require 


> com- 
criminal trial for homicide. Where it is clear that one of two parents must have 
mitted the offence but neither admits 


was illustrated by a trial in whi 
was responsible for the death,* 
but each was convicted of ill-tre. 


ce of Population Censuses and Surveys are compiled. 
The latest tables available are those for 1974, published in 1976. Table 20.2 gives an 
extract to illustrate what is available from this Sourse. 


not been possible to state wheth 


er the injuries were accidental or not (Table 20.3). A 
proportion of the deaths record 


a i st 
ed, in which no definite finding was made at the inquest, 


* The Daily Telegraph, 23 October, 1976 
+ Coroners Amendment Act 1926, S. 13 (2) (a). 
+ Coroners Rules 1953, S.T. 205, rule 26. 
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Table 20.2 Showing deaths classified by nature of accident (Registrar General's Report DH4, 


1974, Table, 4, No. 1) 


D ge 
E Code Description 0-4 yr. 5-14 yr. 
E ie M F M F 
7 Accid 
E 890- ccidental falls 27 18 38 7 
2 gao Fires 47 49 19 20 
E 9 Hunger, thirst, exposure, negiect 11 7 - = 
E 10 Drowning, submersion 47 26 68 7 
911 Ihalation and ingestion of food causing 
E obstruction or suffocation 87 57 5 3 
2912 Inhalation and ingestion of food causing 
E obstruction or suffocation 4 2 = 1 
E 913 Accidental mechanical suffocation 39 30 16 5 
mero Struck by falling object 8 4 14 6 
:917 Striking against object 3 2 17 3 
Table 20.3 Showing deaths from injuries which may have been non-accidental 
E 980-E988 Place of injury 0-4 yr. 5-14 yr. 
M E M F 
Home 5 2 2 6 
Farm 0 1 1 0 
Place of recreation or sport 0 1 1 l 
Other specified place 3 0 5 0 
Place unspecified E Sone E L 
TOTALS 9 9 14 8 


at least, a means of resolving the problem. A figure or figures relating to the numbers of 
children at risk could be obtained from the local registers together with a record of how 
many of these have died and from what cause. An analysis of such figures would pro- 
vide a more satisfactory answer than an attempt to extract from the tables quoted 
above the proportion of deaths which might be attributable to *non-accidental" injury. 
If no such nationwide study of “The pattern of death in children subject to abuse' is 
not under way, it appears to me that it is high time for one to be commenced. 


References 


Chambers, D.R. (1974) Legal aspects. In Robinson, R.R. (Ed) Symposium on Sudden 
and Unexpected Deaths in Infancy, Canadian Foundation for the Study of Infant 
Deaths, Toronto, p. 327. 

Chambers, D.R. (1976 The Listener, May 6, P- 558. 

Jobling, M. (1976) The Abused Child. London: National Children's Bureau. 


140 CHILD ABUSE 
Discussion 


Many guesses have been made about the prevalence of non-accidental injury to 
children. The Tunbridge Wells Study Group provisionally accepted the estimates of 
Malcolm Hall (1974)*. These figures, which seemed to fit extrapolations from police 
records in Lancashire, did not fit with the violent deaths recorded in the Registrar 


estion was raised whether anything other than 
strict reporting of all cases in the country would reveal the true state of affairs. Did 


due to accidental falls, poisoning by drugs 
drowning, burns and scalds or sudde 
still remain of the starved or otherwi. 


*See Concerning Child Abuse, p.11 


21. Area review committees 


G. C. M. LUPTON 


It is, perhaps, a truism to note that the prevention, recognition and management of 
cases of non-accidental injury to children and rehabilitation of the children and their 
families involves many professions and agencies. It also goes without saying that those 
involved view non-accidental injuries in very different lights. At one end of the spec- 
trum are those who see all cases as breaches of the criminal law, and at the other, 
those who see most as a manifestation of a malaise in the family and society as a 
whole and representing a call for help. Apart from the exercise by each of his profes- 
Sional skills, the standing of each of the professionals involved varies. The general 
practitioner and consultant have complete autonomy to pursue their professional 
practice as they think fit within available resources. The police officer acts as a member 
of a disciplined force. The officer of the social services or other local authority 
department, the health staff and the probation officer are each members of structured 
Services acting as agents of their employers to carry out specific policies and 
programmes. Some voluntary agencies are nationally organised, some locally 


Organised. 
Non-accidental injury is a subject which lends itself to dramatic interpretation 


by the media; it attracts great interest in members of the public; it generates consider- 
able political heat and gives rise to much emotional reaction which frequently serves 
to obscure the realities of complex and difficult circumstances and leads to misinter- 
pretation of the actions and intentions of all those involved in cases. To reach agree- 
ment on policies and procedures represents for all the professionals a real challenge 

to their management skills, and to their dedication and willingness to compromise in 
the best interests of patients, clients and society as a whole. Guidance, issued by the 
departments of central government®, therefore, while emphasising the importance of 
action, has concentrated on the need to pool information and co-ordinate professional 
expertise, so that joint decisions on the best arrangements to provide care and treat- 


ment for the families concerned may be reached. 


Co-ordination and co-operation 


co-ordination of services is not a new theme. It was advocated by a 


The need for 
nto the question of child neglect in 1950 when 


Government working party looking i 


* © Crown Copyright - reproduced with the permission of that Controller, HMSO, 1977 
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the Government advised the setting up of local committees with an officer i uad 
liaison, regular meetings between services and a special officer to take referrals RE 
abuse and neglect cases. The need for consultation between the professionals inv 
with individual cases was stressed in ‘The Battered Baby’ (1966) and circulated to ; 
Medical Officers of Health, Chairmen of Local Medical Committees and Local Autho 
rity Children's Departments by DHSS and the Home Office. f 

In the letter issued jointly by the Chief Medical Officer in the Department 29 
Health and the Chief Inspector in the Children's Department of the Home urs 
February 1970 (CMO 2/70) authorities with responsibilities in this field were aske es 
‘to consult together on the situation in their areas to decide what further arrangem 
should be made to ensure that all necessary protection and assistance can be ee 
available to the child, others at risk in the family and to the parents and other aria 
They were recommended to bring into their discussions such others as representatt 
of the Local Medical Committee, paediatricians and consultants responsible for " 
accident and emergency departments, the police, the National Society for the Preve 
tion of Cruelty to Children and other people and soci. d by 
benefits of such co-operation were again referred to in the memorandum prepare 
the Standing Medical Advisory Committee, circulated later that year, and were also af 
emphasised in the Chief Medical Officer’s letter of 31 May 1972 forwarding a copy 
an analysis of the results of a Survey made of action taken following the February 2 
1970 letter. The report and resolutions of the Tunbridge Wells Study Group, comm 


d 
ded to the attention of authorities in Circular 48/73, of 8 October 1973, also stresse 
the need for co-operation. 


i T he 
al agencies involved locally. T 


The functions of area review committees 


i r : : A titled 
When previous advice on the subject was brought together in the circular letter en 


‘Non Accidental Injury to Children’ circulated to Health and Local Authorities in 
April 1974 (Circular LASSL (74)13 (CMO(74)8). Authorities were strongly recomm- 
ended to set up what were now to be known as area review committees where they 
had not already been established, to provide a forum for consultation between all 
involved in treatment and the management of the problem. 
The Area Review Committees were to be responsible for: 
l. The formulation of local practice and procedures and instructions for the 
detailed management of cases and the monitoring of their application 
2. The encouragement of education and training programmes to heighten aware- 
ness and understanding of the problem 
Advising on the need for enquiries into cases which appear to have gone wrong 
and from which lessons can be learned 
4. — Advising authorities and a 
available resources both o 
A comprehensive list was made 
was issued in Scotland and Wal 
the country. 


gencies on the optimum use of the appropriate 

f finance and manpower. 

of those recommended to be members. Similar advice 
es and these committees are now Operating throughout 


The circular letter entitled ‘Non Accidental Injury to Children: Area Review 
Committees’ (LASSL(76)2 (CMO(76)2, CNO(76)3) issued in February 1976 summar- 
ised the main points made in reports forwarded by authorities on arrangements made 
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in their areas on the lines recommended in LASSL(74)13 and advised, in particular, 
that membership of Area Review Committees should include representatives of legal 
and administrative departments of local authorities and other appropriate voluntary 
bodies. It also made certain recommendations regarding sub-committees, and suggested 
that meetings of the full Committees should be held quarterly. 
Area Review Committees, therefore, take their place in the historic sequence of 
the development of services in this country aimed at the prevention, recognition and 
management of cases of non-accidental injury to children and rehabilitation work in 
their families. A committee on these lines is now generally recognised as the only 
forum in which the necessary meeting of minds and reconciliation of policies between 
authorities, agencies and professions can be sought. It is this recognition which has 
provided the impetus to the establishment of the committees throughout the country 
and to which can be attributed much of the progress already made. The extent to 
which consensus has been reached, even if it has been only an agreement to differ, 
but not to interfere, shows how much can be achieved, given the will, co-ordination 
Of services, ironing out of overlaps and conflicts, and agreement on the best possible 


use of very limited resources. 


Some fundamental difficulties 


Consensus has not been achieved without difficulties. In the rest of this chapter, some 


of these difficulties are described. . 
l. T The committee cannot take executive decisions or decide on policy as members 


can only act ad referendum to their sponsoring authority. 
2. The committee cannot put matters to a vote and must seek consensus whenever 
an agreed view of the committee is necessary, as the membership, in covering 


all disciplines and agencies involved with non-accidental injury to children, is 
unbalanced in its representation of one profession or interest vis-a-vis others. 

3. Differences between the organisational structures of the authorities and agencies 
represented affect the contributions members can make. Some, such as repre- 
sentatives of voluntary agencies, will be able to speak for their agency, though 
others may not. Some, such as consultant specialists or general practitioners, 
though seen as representatives of their profession, may express personal views 
which would not necessarily be supported by their colleagues. Some, who are 
agents of elected authorities, may require to seek endorsement from their 
authority for accepting recommendations made by the committee. Others are 
members of a hierarchy who will require to seek endorsement from their seniors 


for decisions recommended. 


4. The members may represent attit dun s e 
The members have different levels of responsibility in their organisations. 


6. Though the statutory position of the Director of Social Services under the 
children's legislation gives him an inbuilt interest in the good functioning of the 
committee, no one authority or profession is in a position to undertake a 
permanent lead role. 

7. Overlaps between professions and agencies 
developing procedures so as to ensure that 
each other. 


udes which are irreconcilable. 


wn 


call for particular sensitivity in 
they complement rather than duplicate 
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? 3 isations of 
8. Co-ordination is further complicated by the different internal organisatio 


authorities. Some are related to client groups, others to the provision of parti 
cular professional skills and some to geographical areas. Ah aw 
The committees have had to consider co-ordination of services and initiate : 
procedures without additional funds specifically provided for the purpose a on 
time when authorities and agencies have been experiencing extreme pressure 
all their resources. 


The health authorities and most local authorities were at the same time involved 
major reorganisation which meant that many offi 
uncertain of their roles in their own or, 
agencies. 


initi ere 
es cers, at any rate initially, mes 
ganisations and vis-a-vis other authorities a 


s 
Inherent in the area review committee structure are, therefore, disparate element 
which can create particular difficulties in management and which, to achieve real RS 
results, require much compromise between conflicting interests, attitudes and appr 
ches. In another context it has been Suggested that only by creating an autonomous 
Structured service could such a wide range of interests be accommodated and recon 


ciled. For the moment, however, this would not be practical in dealing with child 
abuse. Though we must n 


22. Case conferences— cause for 
concern 


RAYMOND CASTLE 


u are with re-organisation, recent events have left us 


fessional guidance about the diagnosis, care, prevention 
t of cases involving non-accidental injury to 


d ‘Although we realise how busy yo 

unns doubt of the need to repeat the pro 
d local organisation necessary for the managemen 

children’, 

DHSS Circular (LASSL (74) 13 22 APL 74) 


Introduction 


ircular recommending the setting up of 
Maria Colwell case. Since that time, 
f the general public via the media, 
down of communication 


The above quotation is taken from a DHSS C 
Area Review Committees following the tragic 
other cases have been brought to the attention o 
all of which have highlighted a common problem - the break 
and co-ordination between the professionals involved. 
Whilst Area Review Committees are doing much to ensure better management 
of cases involving non-accidental injury to children, and most have produced docu- 
ments laying down guidelines, some doubts have been expressed about the general 


effectiveness of case conferences. 
Indicative of the concern expressedare the following e 


in the Lancet (1975). 


‘In this summer it is difficult to know who are the battered and who the most at risk. 


Is it the newspaper reader who is battered each morning by a succession of headlines - "Baby 
n, battered by too many case conferences and 


hit by mother went blind"? Is it the paediatriciai 

at risk of neglecting other needy families and ill children because this week he has cancelled 

his visit to the special care baby unit on Wednesday afternoon because of a case conference 

and has cancelled his Friday afternoon spina-bifida clinic in order to attend yet another case 

conference? The Friday conference, like the others, was attended by eight highly-paid, highly 

trained professionals, who sat solemnly around a table discussing a robust, healthy child, with 

a bruise on his bottom. 

Multi-disciplinary case conferences emerge as à vital part of the early management, but probably 

few people realise how much time they take from the lives of busy people with many other 

commitments. 

Some of the teams concerned with non-accidental injury and some of the Case Committees 

are finding an increasing proportion of their time spent with trivial and doubtful cases’. 
Another point of view suggests that much valuable time is wasted, not because 


of over-attendance at case conferences but rather by the lack of attendance on the 
part of key personnel who are actually working with the family. Certainly, recent 
events in which agencies and workers have been singled out for criticism have led 
to a high level of anxiety. Many workers now see the case conference as a primary 
source of support and protection and sometimes have unrealistic expectations of 


xtracts from an editorial 
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what might be achieved through its use. They feel disappointed and frustrated when 
these expectations cannot be met. 


The DHSS Circular (1974) already quoted, states: 


'A case conferences is recommended for every case involving suspected non-accidental injury to 
a child, In this way, unilateral action will be minimised and all those who can provide informatio! 
about the child and his family, have statu tory responsibility for the safety of the child, or wi 
responsible for providing services, will be brought together to reach a collective decision which 


takes into account the age of the child, nature of injuries and a medico-social assessment of 
the family and its circumstances’, 


‘The case conference should retain overall concern for the 
be prepared to reconvene at each successive dev 
is particularly worried about the family’. 


In examining the DHSS Scheme, Jan Carter (1976) points out two possible 
limitations with regard to co-ordination. 

The first is that it tends to view co-ordination as the application of a set of 
Static procedures, rather than as the negotiation of a dynamic process which is highly 


dependent for its definition on the accuracy of the perceptions of the professionals 
involved in the case. 


management of the case and shout. 
elopment in it or when any professional worke 


The second is the assumption that its recommendations for co-ordination are 
applied in an ideal world. Professionals are assumed to be rational, harmonious n 
people who demonstrate goodwill and commonsense and who reinforce each others 
roles, Hospital and Social Services departments appear as efficient organisations 
with sufficient resources and adequate numbers of trained staff working to agreed 
objectives. In fact, such ideal conditions are rare. 

Following on this theme, Tom Tomlinson (1976), writing on inter-agency 
collaboration, suggests that the reason various agencies do not collaborate more 
effectively lies in the fact that collaboration between agencies and workers is based 
on personal relationships and that the quality of those relationships is determined by 
the attitude of the participants. When it is positive and reassuring, good collaboration 
can result even though the participants may start with essentially different view 
points. Where the attitudes are destructively critical, the participants become defen- 
sive and are disinclined to expose their own work and ideas to possible ridicule. 


Findings from the present study carried out by the NSPCC’s National Advisory 
Centre on Battered Children highlight a number of interesting aspects. 


The NSPCC's case conference project 


The study had two aims: 


l. To examine areas of concern and identify significant trends and 
2. To establish whether any improvements in Procedure are necessary. 
Method 


The National Society for the Prevention of Cruelt 
most regions covered by Area Review Committee 
personnel, information was obtained on a nation: 
during the 3 month period from 1 March to 31 
was designed for completion by each case work 
families with whom they had been working dur 


Y to Children has social workers in P 
5, and therefore, by using the Agency $ 
al basis. The study was carried out 

May 1976. A detailed questionnaire 

er involved in case conferences on 

ing the study period. It consisted of 
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nineteen main sections and included questions on the number of conferences attended, 
the number involving non-accidental injury, the conference venue, personnel attending, 
duration, ages and whereabouts of children at the time of conference and any legal 
MR a taken. There was also a section inviting workers’ comments on the effect- 
case conference procedures in their own particular areas (see Appendix III p.205). 
The study has limitations, being based on information provided by social workers, 
many of whom are covering large geographical areas and working under considerable 


pressure. 


The sample 

From the beginning of March to the end of May 1976, a total of 777 case conferences 
ex attended. Of the total, 343 conferences (55.85 per cent) were the first on the 
amilies concerned, and of these initial case conferences, 248 (57.14 per cent) involved 


non-accidental injury to children. Thirty-six conferences (4.63 per cent), were called 
bject of a case conference. A further 


do discuss re-injury to a child previously the su 
on-accidental injury to the 


13 (2.99 per cent) were convened in respect of first time n 
sibling of a child previously injured and the subject of an earlier conference. 


Table 22.1 Initiation of Case Conferences 


Case Conferences were initiated by: 


N='797 per cent 
Social Services 419 53.92 
NSPCC 202 26.00 
Hospital staff 68 8.75 
Area Health Authority 34 4.37 
Probation Service 15 1.93 
Other 39 5.03 
Total: 717 100.00 


listed under ‘other’, four were concerned by 


It is interesting to note that on the 39 
er, one by a child guidance clinic and the 


the police, one by a general practition 
remainder by education welfare departments. 
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Table 22.2 Chairmanship 


Case Conferences were chaired by: 


N=777 per cent 

Senior member Social 

Services 562 72.33 
Hospital consultant 94 12.09 
Senior member NSPCC 56 7.21 
Senior member Area Health 

Authority 25 3:22 
Senior member Probation 

Dept. 6 0.77 
Other 34 4.38 
Total: 711 100.00 


Table 22.2 shows clearl 
have been chaired by s 


Although the next lar: 


y that the largest number of case conferences, 72.33 per vdd 
enior members of Local Authority Social Services Departments: 
gest number, 12.09 per cent, are those involving hospital con- 
sultants, generally paediatricians, this is quite a low percentage of the total. Others 
involved have included senior members of Education Departments, NSPCC Inspectors: 
and so on, and on one occasion, a senior police officer. 


Table 22.3 Case conference location 


Conferences were held at: 


Nis per cent 

Social Service Dep- 

artment 434 55.85 
Hospital 212 27.28 
General practitioner's 

surgery 22 2.83 
Probation Department T7 0.90 
NSPCC Local Office 9 1.17 
Other 93 11.97 
Total: 70 100.00 


A number have taken place in Education De 


partments and in a few instances, Area 
Health Departments. 
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Table 22.4 Duration of case conference 


Ne per cent 
Up to one hour 329 42.34 
One to two hours 407 52.38 
Over two hours 41 5.28 
Total: 711 100.00 


This table shows quite clearly that the largest number of cases are taking up to two 
hours or more. 


Table 22.5 Medical and police attendance at Case Conferences 


Pe 5 
ersonnel attending case conference 


NET per cent 
Attendance of hospital consultant 262 33.72 
Attendance of general practitioner 209 26.89 
Attendance of medical personnel 471 60.61 
396 50.96 


Out of the total number of case conferences held (777), hospital consultants attended 
33.72 per cent whilst general practitioners only attended 26.89 per cent. 


Table 22.6 Location of child or children 
re at time of conference 


Where child or children concerned we 


Total number of children involved: 903 


N = 903 per cent 
At home 529 58.58 
Hospital 180 19.93 
Residential nursery 38 4.20 
Foster home 94 10.42 
Care of relatives 21 2.33 
Other 41 4.54 
Total 903 100.00 


Of the 903 children available, 110 (12.18 per cent) were already the subjects of 


Care Orders or Supervision Orders. 
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Table 22.7 Age range of all children involved, including siblings 


N 71275 
Age range Number per cent 
in years 
0-5 696 54.59 \ 
6-11 454 35 33 
12- 16 126 9. DE 
Total: 1275 100.00 


As with most other studies concerning child abuse, the largest number of children 
are in the youngest age category. 


Table 22.8 Legal proceedings at initial case conference 


N= 144 per cent 
Juvenile court proceed- 
ings 127 88.19 
Adult court proceed- 
ings 17 11.81 
Total: 144 100.00 


Of the 434 initial case conferences, 144 resulted in Court proceedings (33 per cent). 


Table 22.9 Agency initiating Juvenile Court Proceedings 


N=127 Number per cent 
Social service depart- 
ment 70 55.12 
NSPCC 48 37.80 | 
Police 4 3.15 
Other 5 3.93 
Total: 127 100.00 


The table indicates that Social 
number of Juvenile Court proci 
Education Departments. 


Service departments are now initiating the largest 
eedings. Those under ‘Other’ were initiated by 
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Table 22.10 Agency initiating Adult Court Proceedings 


N= 17 Per cent 
Social Service Department 1 5.88 
NSPCC 4 23.54 
Police 12 70.58 
Total: 17 100.00 
Discussion 


A number of factors are highlighted by the statistical information and comments con- 


tributed by the 220 NSPCC fieldwork staff who participated. 


Duration 
Since the initial hypothesis suggested that ca 
it is useful to discuss this aspect first. One cannot be dogmatic and it is recognised 


that some cases will take longer to discuss than others. However, it can be seen from 
Table 22.4 (p 149) that, in this sample, the majority of conferences have taken two 
ggested that 


hours or more. Most participants felt strongly that this is too long, and su 


à reasonable period is about one hour. 
In many instances, time has been wasted because those attending have not 


Prepared a resume of their involvement and have had to delve into large files at the 


meeting to extract relevant information. 


se conferences were too time-consuming, 


Personnel attending 
Concern has been expressed that key personnel are frequently represented by another 


member of their department, who may have no personal knowledge of the family 
involved and consequently cannot be effective in the decision making. In particular, 
the absence of the general practitioner (see note to Table 22.5, p. 149) means that 
Vital decisions must sometimes be delayed and occasionally a conference re-convened. 
It is suggested that any relevant and involved person who cannot attend should be 


required to submit a report. 


The conference chairman 

Most submissions indicate that a crucial 
the conference chairman. This position calls for someo 
experience, but this is not always fufilled. 


l factor in any case conference is the role of 
ne of ability, knowledge and 


Location 
Although participants noted greater flexibility, the study shows that the majority of 
case conferences are still being held in Social Service Departments. Whilst this may 


be best in some instances, experience indicates that medical personnel are more likely 
to attend if the meeting can be held in the hospital or the general practitioner's surgery. 
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Police involvement 


ial 
This is obviously an area which has not been fully resolved. A number of soci 


4 s ji onflict 
workers feel that police involvement in case conferences has led to role c 
situations, One quotation reads: 


" n re - 
"When the police are present, they seem to be seeking evidence of injury for leg 
purposes, whilst the social work 


ers are trying to assess the social situation in its 
entirety and this always leads to conflict’, 


m ide whether 
One area reported that a vote is taken at the initial case conference to decid 
or not the police should be involved. 


Case conference decisions 

The view has been expressed that 
case conferences with re 
Magistrate's refusal to c. 
of concern is that creat 
majority decision. It is 
Area Review Committe 


; On a number of occasions, recommendations of 
gard to Court proceedings have been frustrated by the - 
onsider Care Orders on technical grounds. A particular a 
ed when the members of the conference cannot reach a da 
felt there is a need for some form of Sub-Committee of 

€ to consider and advise on these cases. 


General effectiveness ir areas 
A large number of participants found the case conference procedures in their 
both effective and Supportive. Typical comments follow: 
‘Procedures very clear - no unilater. 
Stated and recorded - acti 
meets every two months 
Review Committee meets every six months - Case Conferences well attended’. 
‘There is much closer liaison between all concerned - better pooling of inim 
and the creation of a greater awareness and respect for each other's particular skills 
"Effective because they cr 


ystallise situations and utilise all the known information at 
time of conference’, 


“Has had very positive effect in encouraging inter-agency communication and co- 
Operation’, 


However, there are a n 
by the following recorded remarks: 


‘There is a total lack of urgency and some departures from case conference recommen- 
ations, Generally, each agency reverts 


; ted 
p ; is illustra 
umber of areas where problems continue to exist, as is i 


to “doing its own thing”, thereby making the 
case conference irrelevant’, 
‘Case conferences normally held days after action taken. Medical members tend to 
assume “omnipotence”,? 


‘Principal worker sometimes not in attendance; frequently there is indecision often 
affected by lack of resources’, 


*Not yet proving very effective; 
Conclusions 
This study, 
need for a 


still no set down procedures established', 


whilst limited in its Scope, nevertheless supports the view that there is à 
more structured approach to case conferences. It also indicates that there 
are several areas of concern which remain to be dealt with by some Area Review 
Committees who appear still to be feeling their way. It is encouraging to note that, 
jority of areas, Area Review Committees have set up adequate procedures, 
felt to be of positive help in the provision of service to the families and in 
the mutual support of the primary worker by the multi-disciplinary team, 

For specific recommendations see Chapter 28, p.192. 
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Discussion 


The first professional discussions between those directly concerned with a child and 


his family when abuse is suspected aims at reaching decisions about immediate action. 
Both medical and psycho-social information is essential. The presence of physical 
injury usually requires admission to hospital. Once the child's safety is assured, the 
case conference is called and all are invited who are concerned not only with diag- 
Nosis and preliminary planning, but also with contuning management and the pro- 


vision of the services required. 
Ray Castle's analysis of the work o 
ences coincided with the goup's general impre 


Nees, Particularly the time taken seemed too grea . s 
despite the importance of talking out the families’ problems in great detail and of 


reaching a consensus about necessary management. Proper preparation for the meet- 
ing and experienced chairmanship should reduce the time taken. The fumbling 
through sheaves of case records would never occur if each member had prepared his 
report beforehand. Ideally, these resumes should be circulated for study before the 
meeting. For this preparation, adequate secretarial help is essential, as it is also for 
the circulation to all members afterwards of a confidential synopsis of what had 
occurred, what action had been taken, and what are the treatment objectives, 
including minority as well as majority opinions. The key worker’s name should be 
stated. 
Once the factual data have been reported at the conference, two stages of 
decisions are needed; first, what is the ideal solution and then, testing against avail- 
ability of resources, what action should be taken. This is not a waste of time. When 
these are inadequate the provider of services may bias the decision against what is 
recognised as optimal management. Gaps in resources cannot be identified if the 
primary decision is taken only in terms of what is available. Such gaps should be 


f and the problems created by case confer- 
ssions gained from their own experie- 
t a burden on busy professionals 
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notified to the appropriate authority as well as to the area/district review RS 
Too often a key person is absent. Greater flexibility of time and place s T 
make attendance easier, especially for the general practitioner, although he Hem 
often be represented by the attached health visitor. An organiser or sien mon 
should be appointed, among whose tasks would be obtaining a written repor - nt 
or at the least holding a telephone conversation with, any key person who cou v 
attend. In the follow-up case conference, one member should be designated to p: 
the needs of the child both physical and emotional. . — 
Some professionals involved still regard a case conference quite wrongly a 
waste of time. Since friendly co-operation cannot be taken for gonted EA es 
meetings between the professionals likely to be involved in problems raised by balli 
abuse, to supplement the business meetings at which swords might be crossed, S 
help mutual understanding. " 

á When agreement cannot be reached, what should be done? One suggestion was 
resort to a sub-committee of the area review committee. In Bath (see Ch. 8) the 
members of the monitoring committee are available as advisers. In other areas = 
disagreements seem Tare, a situation which, it is hoped, does not reflect undue s 
by, for example, the chairman. When the question of court proceedings arises, z E 
local authority solicitor should be called in for advice. Objection to applying to th 
court on the grounds that the case will not succeed needs careful scrutiny. To a 
judge the decision of the magistrates is unnecessary, and a good case that is properly 
presented should not fail. It is to be hoped that the justices will not frustrate on 


technical grounds applications which are in themselves sound and aimed at the 
protection from danger of the baby. 


The DHSS might now circul 


3d ; on- 
ate a fresh document giving advice about the c 
duct of case conferences as wel 


à se 
l as making clear that invitations to attend to Pe of 
not directly concerned with the family are not commands. Some reconsideratio 


the functions and the Structure of area review committees might also be timely. Both 
Speirs and Lupton had pointed out how difficult was the task of these qp eme 
because of the difference in status and in responsibility of the members. Now tha j 
the country is more or less completely covered by these committees, a study of loc 
variations might help in the selection of the most practical procedures. i 

The group examined the functions of area review committees as listed in ‘ 
Appendix I of Concerning Child Abuse (p.165) and still supported them all excep 
numbers 4 and 9 (see below, Ch. 27). The monitoring of a child’s progress over the e 
long term (No. 4) seems out of place and liable to misinterpretation. The committe 
should have a general responsibility, in collaboration with the area health authority, 
for seeing that facilities are adequate for care and supervision of abused children, 
whether with their parents or with foster parents or in residential accommodation. 
The Park Hospital for Children, Oxford, provides an excellent model of residential 
accommodation in which essential family treatment is carried out, besides giving 
opportunities for much needed research. An obvious need exists not only for 
continuing but also for extending this type of work to other areas. 


PART 4 


Legal aspects 


23. Preparing the paediatrician's 
evidence in case proceedings 


CHRISTINE COOPER 


Doctors like some other professional workers, dislike giving evidence in Court about 
their patients, but in recent years most paediatricians have realised the importance 
during Care Proceedings of their evidence on the child's condition. Social Service 
Departments are increasingly involving the paediatrician, both in the assessment of 
the child and his family and in the Court Proceedings which follow. The social work 
and paediatric expertise complement each other and form a more complete case for 
the Local Authority. 

Paediatricians and social workers are also being increasingly involved as expert 
Witnesses acting for one or other of the parties in difficult cases in Care Proceedings, 
and by sitting in Court throughout the Hearing they can add to the lawyer's under- 
Standing of the case and suggest relevant questions which he can put to individual 
witnesses to bring out details of the evidence more clearly. 


The paediatrician’s contribution in court 


The paediatrician may be needed to describe injuries and to give his opinion about 
Possible causes of those injuries. Secondly, he will give evidence about the child’s 
general physical state, including his earlier history, his growth and development, his 
general functioning compared with other children of his age, and the nature and 
effects of any physical or functional handicaps which may be present. 

. Thirdly, the Court should hear about the child's psychological well being includ- 
ing his intellectual and emotional state, his personality and his behaviour, and, if he 

is old enough, his educational progress. Fourthly, details about the quality of care he 
is receiving at home and about the parent-child and other family relationships are 

also most relevant in Care Proceedings. 

It is normal practice to assess these details in a paediatric clinic, no matter 
what the condition for which the consultation takes place. Where psychological and 
family problems are particularly relevant to the child’s condition, for example in 
psychosomatic disorders, learning or behavioural problems, the paediatrician will 
spend a good deal of time assessing the full psycho-social picture, often with help 
from the social worker, health visitor, teacher, psychologist or child psychiatrist. In 
No case is this more important than in the family problems of neglect, child abuse 
and parental inability to cope with a severely disturbed child, typically cases which 
may later come to Court for Care Proceedings. 
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The case conference 


A ild's and 
The Case Conference method of discussing and assessing or reassessing the s i 
the family’s problems has been in use for many years in hospitals, special c — anf 
schools, in order to collate all the known information about a child and his ince dba 
to make the best possible plans for treating and managing many different e a: 
of childhood. In child abuse and neglect the Case Conference has come apes 
Before Care Proceedings evidence should have been discussed by the Local hethir 
lawyer with all the individuals in the Case Conference in order to determine v 


à ie cus o the 
or not there is enough evidence for Care Proceedings to be initiated and wh 
witnesses in Court should be. 


Preparing the medical evidence with the lawyer 


Since the medical evidence on the child's 
parent-child problems is often the major 
be prepared very carefully. The lawyer n 
from normal, both physical and psychol 
these are assessed, Growth charts on hei 
be useful evidence, as will a detailed ch. 
findings and the results of blood tests 
any injuries he may have. Psychologic: 
other children in the family often hel 

It is the common experience o 
Court, that through lack of adequat 
à failure to reach a clear understand 


psychological ones, the salient poin 
receive the full facts. 


It is important for the doctor to understand the law governing Care Ru 
and child protection, including the Sections of the Children Act, 1948, the eran 
and Young Persons Acts, 1963 and 1969, and the Children Act, 1975. He should : 
familiarise himself with the exact procedure which is followed in Court. Experienc " 
will reveal that this can vary from Court to Court and from area to area, and evident 
which is allowed in one Court may be objected to in another by one or other lawy 
or by the Magistrates’ Clerk. 

The Court may grant legal aid so that the child's case can be presented to the 
Court by a lawyer. In practice this lawyer usually takes his instruction from the 


parents, and the fact that their interests may conflict with those of the child is a 
source of real weaknes: 


s in the present arrangements. If the parents contest the need 
for the Care Order, the doctor, whose evidence supports the granting of the order, may 
find himself being cross-examined by the lawyer, acting for the child but speaking on 
behalf of the parents rather than the child. The paediatrician then has the unpleasant 
task of emphasising to the Magistrates in front of the parents, their weaknesses and 


their defective care or management of their child, while their lawyer is trying to 
minimise these and excuse them. 


physical and psychological state and on 
part of the Local Authority’s case, this a : 
eeds to understand the important cmt 
ogical, and their possible causes, and pet 
ght, weight and skull circumference w tas 
art of the injuries when these are present. ; 
are needed and photographs of the child an 

al assessments too and relevant details on the 
—Ü; especially when first Hle 
€ preparation with the lawyer of the m im 
ing of the various facets of the case, especially -: 
ts are not brought out and the Magistrates do n 
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At this stage the doctor may be asked rhetorical questions such as “But surely, 
doctor, a baby of this age would sustain such bruising and the fractured skull by 
falling downstairs?’ This may have been the parents’ story. If the doctor replies, ‘Well, 
it’s just possible, I suppose,’ he has lost the case! The writer is indebted to Professor 
Henry Kempe for much useful comment about giving evidence in Care Proceedings. 
In the above example, if the doctor is firmly of the opinion from all the evidence he 
has that in the case under discussion the child did no sustain his injuries by falling 
downstairs, his duty is to tell the Court so very clearly. It is not a hypothetical case, 
Which is being discussed. Everyone knows that a baby could sustain bruises and a 
fractured skull by falling downstairs, but that is not the point at issue. What the Court 
needs to know is the doctor’s opinion about the injuries in this case before them. 
Obviously, he would not be supporting the Local Authority case in Court if he thought 
that the injuries were due to falling downstairs. A proper reply to the question would 
be along the following lines, ‘In my opinion, in the case of little Mary which we are 
discussing now, she could not possibly have sustained these injuries by falling down- 
Stairs", It may be necessary, in cross-examination, to give his reasons for holding this 
opinion. 

The doctor must also realise that the magistrates know nothing about the case 
or the family except what they hear from the witness box before they make their 
finding as to whether the case is proved. They then study the welfare reports before 
deciding what kind of order to make. If the evidence is not strong enough or if it is 
inadequately presented, the magistrates cannot grant the care order and a child who 
really needs the protection of the court will not get it. Not all the Local Authority 
lawyers have experience of care proceedings, nor do they all understand the subtleties 


Of these cases. It is for the lawyer to discuss what is important with the doctor so that 


he can lead the doctor in examination. In these ways, the case for the granting of the 
Order has the greatest chance of success. 

The social work evidence is usually complemen 
the doctor and social worker together to examine wit 
Case each will be required to discuss in Court. 

The doctor, in order to help the parents' feelings in Court, may also ask the 
lawyer to give him an opportunity in Court to say that the parents have tried in the 
past and how, in their way, they are fond of their child and anxious about his welfare, 
although they are unable to provide for his proper care in the immediate future. 


tary and it may be as well for 
h the lawyer which aspects of the 


Submitting a written report 


Before the Court hearing it is very helpful if the doctor submits to the Local Authority 
lawyer a detailed medical report on the child. This should include his past history, the 
family details, a discussion of the immediate history and findings when the child is 
seen, and some observations about the child's growth, development and behaviour and 
the parent-child relationships. This detailed report can be the basis of the examination 
and cross-examination in the witness box and it is helpful to the lawyer acting for 

the child and parents, who usually receives a copy from the local authority lawyer. It 
greatly simplifies the giving of evidence, if everyone is clear what that evidence will be. 
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Discussing the evidence with the parents before the hearing 


For the doctor to discuss with the parents what he proposes to say in evidence may 
seem out of place and so the writer believed, ten years ago. Experience, since then d 
has shown that to omit Such a discussion is unfair to the parents as well as detriment 
to the total welfare and management of the family. The Court hearing should be " 
in the long term management of the family, althou 
parents to see it in this light. 

various facets of the child's problems, whether pr 
low development, disturbed behaviour or mixture 


at the moment they c 
It is important ryone bears in mind 


Section 3 of the Children Act, 1975, which states that the welfare of the child, both 
now and in the future, must be the first consideration for all concerned, 


24. Wardship jurisdiction 


JEAN GRAHAM HALL 


This contribution examines the use of wardship proceedings in the Family Division 
Of the High Court as an alternative to the proceedings before the local juvenile court 
in cases of alleged non-accidental injury to children. It also evaluates the effectiveness 
9f the two jurisdictions, showing where they overlap and sometimes complement 

ne another. It explains the relationship between the High Court and the local 
authority, Finally, it makes suggestions for future reform. 


Jurisdiction of the local juvenile court 


Legal proceedings for the protection of a child, where non-accidental injury by the 
Parents is alleged, are usually commenced by an application to a justice of ea peace 
by the local authority, the police or the NSPCC under Section 28 of the Children 
and Young Person Act 1969 for an order to be made so that a child in actual danger 
can be speedily and effectively put in a place of safety as a temporary measure. 
Section 1 of the Act sets out the conditions upon which the juvenile court must be 
Satisfied when deciding the substantive case. E 
y Criticism has been levelled at juvenile courts for making decisions of an 
inconsistent quality. Evidence acceptable in one court is frequently rejected by 
another. It is sometimes impossible to understand why apparently highly relevant 
evidence is excluded.* The local authority and the police who initiate these cases 

ave no right of appeal to the Crown Court, by way of rehearing, against the refusal 
to make an order nor against the revocation of an order. Social workers and doctors 
often lose heart and conclude, rightly or wrongly, that all their efforts to protect the 
child are to no avail. 

No alternative jurisdiction lies in the local county court. 


Jurisdiction of the High Court 

Infants have always been treated as specially under the protection ie aridi on 
Who had the feudal obligation as parens patriae to protect the person and property 
of his subjects, particularly those not capable of looking after themselves. This obli- 


gation was delegated to the Lord Chancellor, passed to the Court of Chancery, then 


* Regina v Lincoln Justice Ex p M.(D.C.) 1976 1 QB 957. 
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- ; tice Act 
to the Chancery Division of the High Court and by the Administration of Jus 


: imilar jurisdiction OT 
1970, to the Family Division of the High Court. There is no similar jurisdicti 
concurrent remedy in any other court. 


T ere 
The jurisdiction is founded upon the necessity to look after s 
it is clear that ‘some care should be thrown around them*. Prior to 1949 a “al sum 
could become a ward of court in a number of ways usually by settling a sma 
of money upon him and then commencing an action to administer the trust. 


Since the passing of the Law Reform (Miscellaneous Provisions) Act T us 
jurisdiction can only be invoked on an application to make the minor a ward O 
Court. 

With the transfer of jurisd. 


iction from the Chancery Division to the newly 
created Family Division in 19 


issued 

70, it is possible for wardship applications to be eed 
in district registries, which have Family Division jurisdiction. Therefore a coun 3 
provincial solicitor can easily issue a wardship originating summons in the — 
district registry although the hearing by a High Court judge has to be in a Lager of 
court centre, or in London. There are only seventeen Family Division judges; ea 
whom go out of London on itineraries, All first tier court centres are visited one Sak 
year, and the larger centres, such as Birmingham and Cardiff, are visited twice ay 
In 1975, a total of 1,203 wardship summonses were issued; 792 in the principal 
registry in London and 411 in district registries. A total of 556 orders were made 


imately 
confirming wardship and a total of 323 orders discharging wardshipt. Approxima 
sixteen summonses are hea 


wn 
rd per week in London. Unfortunately, there are no kno" 
Statistics for what happens in the provinces, Hoi 
The usual order of the court today no longer keeps away an undesirable sul! af 
from a rich young maiden. The jurisdiction is invoked in a much wider social setting 


Commencement of wardship proceedings 


hearing of the summons is not 
made within 21 days thereafter, or 

Unless the court, hearing the application made within 21 days, orders that the 
minor be made a ward. 


le, the Official Solicitor may be authorised 
to act in that capacity. He accepts responsibilities beyond t| 


he mere conduct of the 
proceedings, and is closely involved with the welfare of his wards. 


* Wellesley v Duke Beaufort 1872, 2 Russ 1 at 20. 
+ Judical statistics 1975, HMSO 
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In a recent case * where B had been committed to the care of the local authority 
by a juvenile court and placed with foster parents, B's grand-mother issued wardship 
proceedings, and sought the transfer of the care of the child to herself. Jane J held 
that this court had jurisdiction, in the circumstances, to make a wardship order. 

In another case + an educational psychologist attached to the education de- 
partment of the local authority applied to the court to make D,a girl aged 10, a 
ward of court with the purpose of delaying and preventing an operation for steril- 
isation. Heilbron J held that this was the type of case in which the court should 
‘throw some care round the child’, and confirmed the wardship. 

Evidence on the application is given by way of sworn affid 
application is before the registrar who gives directions dealing with the general con- 
duct of the case, and if necessary, calls for a report by the court welfare officer. 
The substantive hearing is before the judge in chambers. The minor will remain a 
ward until he attains 18, or the court otherwise orders. 


avits. The first 


The local authority and the High Court 


Section 1 of the Children Act 1948 imposes a duty on a local authority to receive 
into care any child in their area under 17 where it appears that their P , 
Necessary in the child's interest. The authority of the High Court is not ouste aA 
the local authority acts under this section. However, the wardship jurisdiction w 
only be exercised where it can be usefully employed without conflicting with va 
local authority’s statutory sphere of discretion or where the case involves speci: 
circumst: E 

c is different where the local authority assumes parnm Lind 
over the child by a resolution under Section 2 of the Act. M was receive into car ; 
in 1956 and a year later the local authority resolved to vest the right and powers o 
the parents in themselves. In 1960 the local authority asked the foster parents ta : 
return M to them, whereupon the foster parents applied to the High = sia 
M a ward of court The court held that although the power fo make the child a 
Ward was unaffected, ‘the judge in whom prerogative power 1s vested will...not 
exercise control in relation to duties or discretions clearly vested by statute in the 
local au ity’ 

oe 7 of the Family Law Reform Act 1969 the High Court may itself 
in exceptional circumstances in wardship proceedings make a care order or a super- 
Vision order. 


The juvenile court and the High Court 


The powers exercised by juvenile courts in relation to children do not oust wardship 
jurisdiction although it is exercised more by way of supplement to the order of the 
juvenile court. || 


* In Re B (a minor) 1974 3 AER 915 

+ Re D (a minor) 1976 1 AER 326 

* ReC (A) (an infant) 1966 1 AER 560 
8 Re M (an infant) Ch.328 at p.344 

|| Re P (infant) 1976 2 AER 229 
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B, aged 14 months, was admitted to hospital suffering from a fractured skull 
and bruising to her face and buttocks. Twelve days later the hospital authorities dis- 
charged her into the care of her mother and stepfather. Four days later B was again 
admitted to hospital, suffering from cerebral haemorrhage and severe bruising — 
most of her body, limbs and face. Her stepfather pleaded guilty in the Crown Cou 
to causing actual bodily harm and was sentenced to 18 months imprisonment e 
pended for two years. The juvenile court made a care order and placed B with fos " 
parents. Thereafter the grandmother issued wardship proceedings, and sought tram 


fer of the care of the child to her. As already reported the court held that it had 
jurisdiction to make a wardship order.* 


The preferred jurisdiction 


» and bring a professional understanding 


Arie à battered baby, but 
à nt discharged the place 
allowed Sarah to be in the care and control of her Parents, and ere 


would remain a ward of court and be joined as a Party, so th dye 
> at th i Or 
would be able to act as guardian ad litem, © Official Solicit 


Can wardship jursidiction be extended? 


As wardship proceedings become more popular, it seems a great pity that a local 


* In re B (a minor) 1974 3 AER 915 
1 Re Cullimore (a minor) The Times, 23 March 1976 
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professional tribunal cannot be established. 

. It would seem logical to make the County Court the correct forum for the 
initiation of wardship proceedings in addition to the High Court. This would give 

local authorities and others interested in battered baby cases the same choice as now 
exists vis-a-vis the juvenile court in adoption proceedings. A circuit judge sits daily 

in the county court, many of which are designated as divorce county courts. The 
jurisdiction in that sphere is less and less in open court and more and more in chambers, 
dealing with urgent injunctions relating to family matters, and deciding cases of 
custody and access to children. 

Without any legislation, it would be possible to make greater use of Section 
24(1) of the Courts Act 1971 by which a circuit judge can sit as a judge of the High 
Court for the hearing of such case or cases, and at such place and for such time as 
might be specified on behalf of the Lord Chancellor. 

The following consequential matters still remain to be considered: 

l. Whether the present exclusive use of the principal registry and the district 


S registry should continue; 
e Whether one should employ the county court bailiffs in place of the High 


Court tipstaff to trace ‘missing’ wards; 

3. Should all wardship cases commence in the county court and be transferred 
to the High Court only if there are international implications in a particular 
case; 

4. Whether there can be local, extended use of the Official Solicitor as guardian 
ad litem. 161 new wardship references were made to the Official Solicitor 
in 1975.* 

5. The necessity of continuing to use the procedure in Section 28 of the Children 
and Young Persons Act 1969 so that, as a matter of urgency, a battered child 
can immediately be removed from danger and put in a place of safety. 


* Judicial statistics 1975. HMSO 


25. The Children Act 1975 and 
child abuse 


R. A. H. WHITE 


ion of 
he prediction of child abuse or the Some 
be little or nothing. Legislation in child welfa 


t ventive and invariably Courts are dealing with rent 
a child already damaged, Perhaps, inevitably, the criteria for removal from the p? 


Restriction of removal 
One of the problems 


vember 1976 that relationship. 

I ) E and adds = 

section to Section 1 of the 1948 Act. The relevant part States: n m 

"Except in relation to an act done - 

(a) with the consent of the local authority, or 

(b) by a parent or guardian of the child who has given the 1 " , 
notice of his intention to do it, a Seal authority not less than 28 days 

Sub-section (8) (penalty for taking away a child in care) of section 3 Of this Act " 

a child in the care of a local authority under this section (notwithstanding that hall apply to 

force under section 2 of this Act with respect to the child) if he has been ; hu erection m 

authority throughout the preceding six months; and for the purposes of the 4 € of that loci 

graph (b) of that subsection in such a case a 


^ licati | 
parent or guardian of the child Ta en e 
have lawful authority to take him away’. ake: 
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There are similar restrictions on removal of the child from the care of a voluntary 

agency, but periods with a local authority and a voluntary agency may not be aggregated. 

.. The Houghton Committee gave as a reason for the amendment that a sudden move 

Without preparation can be damaging to a child and have long term repercussions. It coul 
also be said that a period of notice to the local authority before removal from care would 
give the authority an opportunity to consider whether any action should be taken to pre- 
vent removal from care. What the Section does is to make it an offence punishable by 
three months imprisonment or £400 fine or both for a child to be removed from care 
without local authority consent. 

It would be rare for a caring authority to prosecute in such a si 
least it is established clearly that the authority has a right to retain the child to give an 
Opportunity for consideration of its position. 

What is not clear is what happens if a parent removes 
Section. If the parent has no lawful authority to remove a c 
the child is still in care? Even if it is, there is no means of enforcing th 
child as Section 67 which concerns recovery of children in care under the 1948 Act 
applies only to children with respect to whom a resolution (see post) is in force. Nor 
Would prosecution under S3 (8) enforce the return of the child. Possibly a resolution 
Could be passed even though the authority does not have physical possession of the 
child, but grounds would still have to be established. The provisions therefore seem to 
be largely of persuasive value, and if the case is sufficiently serious, wardship may be 
the only solution. 

The child that has been in care less than six months is even more vulnerable 
especially if the view of the law taken in B v B (Court of Appeal 1975) is correct. Dicta 
there suggest that if a parent makes a demand for a child to be handed over, the auth- 
ority’s powers are brought to an end. This raises difficulties of deciding when a child is 
In care. Is a simple demand sufficient or is physical removal with a stated intention of 
terminating care required? It is perhaps a pity that S56 has not been used as an oppor- 
tunity to resolve this problem. Many problems will arise if it were to be sufficient for 
4 parent simply to demand that a child be returned, because such demands are frequently 
made without real force by parents. Fraught situations can also be expected when a 
Parent tries to remove a child at about the time that he has been in care for six months. 

One effect of the Section could actually increase the dangers of abuse from the 
knowledgeable parent who perhaps would remove his child from care before the six 
month period is completed. The child may then return prematurely to a home which 
cannot cope with his care. 


ituation, but at 


a child in defiance of the 
hild does that mean that 
e return of the 


Section 2 Children Act 1948 

Structure of section A number of important changes are introduced by Section 
57 of the 1975 Act, which consolidates and amends previous legislation relating to the 
assumption by a local authority of the rights and duties of a parent in respect of a 
child under S2 of the Children Act 1948. Where the parent serves notice that he 
Opposes the assumption of his rights and duties the local authority must apply to the 
juvenile court if it wishes to prevent the resolution assuming rights and duties from 
lapsing. The structure of this part of the section has been improved so that the court 
may confirm the resolution on any of the grounds which were open to the local 
authority. 
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it was hitherto. 
At the same time the court’s power has been made clearer than it was 


Thus ‘the court may...order that the resolution shall not lapse... 
provided that the court shall not so order unless satisfied nis 
l. That the grounds mentioned in subsection (1) of thise section on whic 
local authority Purported to pass the resolution were made out, and d 

That at the time of the hearing there continued to be grounds on which a 
resolution under subsection (1) of this section could be founded, and 
3. That it is in the interests of the child to do so’. : ds on 

The local authority therefore has a duty to prove that the specific groun rounds 

Was passed existed at the time it was passed and that some B 
rily the same) exist at the time of the hearing. AAT 
Technically it may be difficult to prove all this to the court's satisfaction, 


f lution 
least because there may be an extended period between the passing of the reso 
and a hearing in court. 


An example will illus 
A local authority pas; 
care under Section ] for ei 


N 


trate the problems that may arise. nie 

ses a resolution in respect of a child who has been in i 

ght months on the grounds that the only parent Um 
isorder which renders him unfit to have the care of d 

d serves a Counter-Notice within 28 days and the loc 

the local juvenile court. The parent t 

ing date is six weeks after the complain 


of the degree of access while the resolution is effective and in estab 
that access. It should be noted that the court must also be 
interests of the child to confirm the resolution. This is in keeping with a central 
principle of the Act that the first consideration in relation to a child in care is the 
need to safeguard and promote his welfare throughout his childhood 


: - Local authorities 
will need to bear this in mind when dealing with the assumption of rights and duties, 


ili. 
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Grounds The grounds set out in section 2(1) are: 
l. That his parents are dead and he has no guardian or custodian; or 
2. That a parent of his - 
(a) has abandoned him, or : 
(b) suffers from some permanent disability rendering him incapable of caring 
for the child, or 
(c) while not falling within sub-paragraph (b) of this paragraph, suffers from 
a mental disorder (within the meaning of the Mental Health Act 1959) 
which renders him unfit to have the care of the child, or 
(d) is of such habits or mode of life as to be unfit to have the care of the 
child, or 
(€) — has so consistently failed without reasonable cause to discharge the 
obligations of a parent as to be unfit to have the care of the child. or 
3. Thata resolution under paragraph (2) of this subsection is in force in relation 
to one parent of the child who is, or is likely to become, a member of the 
household comprising the child and his other parent; or 
That throughout the three years preceding the passing o 
has been in the care of a local authority under the foregoing sec apay 
in the care of a local authority and partly in the care of a voluntary orgaianom 
T The provisions in (3) and (4) are new. Since a reolution assuming a parent s 
tights and duties is passed in respect of one parent, it has been possible for the other 
Parent, if no grounds exist in respect of him to demand that he be allowed to remove 
the child from care. The new clause may improve the situation where for example the 
local authority can show that a parent is likely to return with the child to the parent 
ìn respect of whom a resolution has already been passed. Again insufficient evidence 
May prove to be a stumbling block. . 
The local authority may now pass à resolution on the grounds that the child 
has been in care continuously for three years, which period may be partly with a 
Voluntary agency, provided the child is in care under Section 1 of the 1948 Act at 
the time the resolution is passed. It is again necessary to prove that the resolution is 
in the interests of the child. One way in which this might be challenged is by looking 
at how the local authority has conducted its care. Hopefully, this will encourage 
local authorities to ensure that the welfare of the child is their first consideration and 
that regular reviews are maintained. In view of the difficulties which may be experienced 
With other grounds and the tendency for children to languish in voluntary care for 
years it may perhaps be anticipated that more will be protected by this means against 
Temoval by parents who had long since lost any real interest in the child's welfare. 
i Section 58 which amends section 4 of the 1948 Act should be noted because it 
introduces a general right of appeal to the High Court in cases concerning the assump- 
tion of parental rights and duties. The problem of delay in ascertaining what is in 
the child’s interests will again arise. A close look will have to be taken at the allocation 
of court time to these matters. 


f resolution the child 
tion, or partly 


Separate representation of child and parent 
In proceedings under Section 1 of the Children and Young Persons Act 1969 (care 
proceedings) the child is the defendant to the proceedings and normally represented 
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ss arent with- 

by his parent or guardians, The case develops between local authority and p 

out either party necessarily taking up the child’s position. 969 Act appoint: 
Section 64 introduces as an amendment to Section 32 of the 1 ‘eine the 

ment of a guardian ad litem to act on behalf of the child. For the ae pé 

provisions relate only to unopposed applications to discharge Superis demands on 

orders. Phased implementation is necessary because ‘it will place extra 


; for 
à iz cers required 
local authority resources and particularly on experienced social workers 
this work’. (DHSS Circular (75) 21) 


ill 
T ill initially apply W! 
The very small number of cases to which the provisions will initially ap 
also give an opportunity to 


à ice. It does 
see how the procedures will work in emp m for some 

not seem likely that the Tesources will be available for full implementa 

considerable time. 


The procedure in an uno 


t 
f der tha 
pposed application requires the Court to or 

no parent or guardi 


: horised 
an shall be treated i chi É 


t 

de that order, the Court then has a further dut 

5 satisfied that to do so is not necessary E $ 
ild. This will provide some protection again io 

local authority applyi i ge its statutory duties prematurely, or ph eim 

Oppose an application by a parent on behalf of a child, but cannot of course pr 

the authority returning the child home under the Care Order. It is the vehicle by 


duties it is j 


mportant to ensure 
and financial, 


ofessional Competence of the 


urt and as such an independent 
person. The duties will be onerous and individuals will require support in carrying them 
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out. Ideally panels functioning independently and providing internal support systems 
might have been the best solution but the financial implications would be too serious 
at the present time. 
i Legal advice and representation create further problems. It is anticipated that 
if there are legal difficulties, the guardian would instruct a solicitor on behalf of the 
child. If the child was old enough, the solicitor would then be obliged to take the 
child’s view of the matter. The rules also envisage a situation where the guardian con- 
ducts the case on behalf of an infant not legally represented, unless he otherwise requests. 
The guardian might then need advice on the law before the case. DHSS Circular LAC 
(76) 20 suggestes that this support should come from the local authority, but it is 
questionable how valuable or accessible such advice would be in these circumstances. 
u Procedural difficulties will also need to be resolved. If the guardian is of the 
pinion that an application for revocation made on behalf of the child should fail, 
he must presumably seek to withdraw the application. Some provision should be made 
to ensure that the court can only agree to withdrawal after hearing evidence on which 
the parties have had an opportunity to cross-examine. Finally the rules specify that 
the Court can only receive any written report the guardian might wish to make ‘after 
the applicant’s case has been proved’. The initial report of the guardian must there- 
fore be as evidence on oath and subject to the normal rules of evidence which will 
hamper the reporting role of the guardian. The effect of the provision is that the full 
Teport of the guardian will only become available to the court when they are consider- 
ing whether to make a supervision order in place ofa 
à guardian will bother to write a report solely for that 
dence on the question of revocation of the care order. 
Status of parents in proceedings If the Court makes an Order that the parent 
Shall not represent the child, the question then arises what part parents can play in 
the proceedings. Hitherto they have been able to appear before the Court ‘acting on 
behalf of the child’. 
The amended Court rules for c 
l. To meet any allegations made against him in the course o 


calling evidence or otherwise: and 
2. Where the Court has made an Order under Section 32A of the 1969 Act, to 


make representations to the Court after the close of the case for the applicant 
and the case for the respondent. Clearly many parents, and many of their 
advisers, are going to feel resentful that they cannot participate fully in the 
proceedings. Within the terms of these provisions they will be unable to call 
evidence as to why the Order should be discharged. This situation can only be 
adequately resolved by making the parents party to the proceedings. 


care order. It is doubtful whether 
purpose, having given oral evi- 


are proceedings now entitle the parent or guardian: 
f the proceedings by 


Conclusion 


Although there will be difficulties with the new legislation, it must be better to be 


optimistic that the provisions referred to will form the basis for continuing improve- 


ment in child protection. 
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E ; i f the 
The following suggestions are made for early detailed considerations o 
workings in practice of the 1975 Act. 


l. When should a child be considered discharged from care? -—" 

2; How far do the Children's Acts as now amended provide grounds by 
satisfactory protection for the child can be achieved? 

3. 


z 2 " ely super- 
The provisions for Separate representation of the child must be mead um 
vised and researched and quickly amended if necessary, insofar as 


P be 
both to the functions of the guardian ad litem and to the part that may 
played in the proceedings by the parents. 


Child abuse : the implications for lawyers 


r 
, ncern fo 
There are a number of reasons why child abuse has become a matter of co 


: nd 
lawyers as much as for other professions in the past few years. The Children a 
Young Persons Act 196 


> ecame 
icers working in those fields b 
involved with child care, 


al experience and knowledge of 
child care became diffused, 


"i ught 
ese problems, it is natural that legal assistance should be soug 
to meet the difficulties, 


people familiar with the legislation or the eth 
It can be seen that the lawyer has a place in a multi-disciplinary team dealing 
with abuse. He can advise on problems presented by abusing families: he-can advise 
at case conferences; he can prepare and Present cases where court Proceedings are 
necessary; and incidentally he should bring to the team an Objectivity which workers 
closely involved with a family may have difficulty in maintaining, 
However to be helpful to the team he must have a Teasonable Practical know- 
ledge of the legal problems together with an understanding of the attitudes and roles 
of the other participating professionals. Hopefully he will also be able to develop the 
understanding of his own role and discipline by the other Professionals, His contribution 


05 of cases in which children are involved- 
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should be positive by providing the best legal solutions, but too often it is negative 
because he is only called in when there is a bitter fight in court complicated by earlier 
decisions taken without regard for legal difficulties. 
. With our present organisation the lawyer in a child abuse team will be working 
d GRON usually inexperienced, and with no formal legal education in 
boil "ge There are a few postgraduate courses which contain some welfare law 
ee dene unlikely that a local government lawyer will have studied on any of . 
em. He will therefore be learning while advising his colleagues, assuming that he is 
willing and able to devote sufficient time to acquiring the knowledge and experience. 
Similar problems exist for lawyers working on their own account and representing 
children or their parents. The juvenile court is too frequently a place where young 
and inexperienced advocates learn their skills. 
"s. there are too few lawyers in the field and much could be done to - 
eo this through education both before qualification and in practice. Qualifying 
= could include at least one subject relating to welfare law, and psychology would 
useful in this and incidentally in many other matters with which lawyers get involved. 
ad Post qualification training should be expanded and the possibilities of inter- 
n E study be more widely explored. Understanding and being understood by 
du Beck and providing a suitable remedy for their problem must be as important to 
Wyer as presenting a case in court, in the matter of child abuse as in any other. 
^ good method of attaining this is to set up mock discussions and mock hearings 80 
that difficulties are sorted out before the real event. 
thes The lawyer will inevitably play an increasingly i 
mphasis on children’s rights develops. It is incum 
that it is a positive and creative role. 


mportant role in child abuse as 
bent on all concerned to ensure 


Discussion 


n between lawyers and professionals is still 
e increasing demands for child abuse decisions. 
n the side of the professionals. The group 
ill ease certain situations, in particular by the 
use of Section 12, subsection 2(f)2 and subsection 5. This enables their consent to 
adoption to be dispensed with in the case of parents deemed impossible to rehabilitate. 
The appointment and the functioning of guardians ad litem will be watched with. 
Critical interest. If the guardian ad litem is to be called upon to conduct the child's 
case in court he will need special instruction in carrying out what will be, for him or 
her, a new duty. The group expressed unease about the adequacy of his powers of 
investigation. 
The group was interested in the possible extension of the use of Wardship pro- 
ceedings and invited Judge Graham Hall to prepare a paper which she has most kindly 
done (see Ch.24) Comment on variations in procedure between juvenile courts, 
especially about admissibility of evidence, led to a hope that a standard code of 
practice might be introduced and a basic instruction manual produced by a lawyer 
for the other professionals. 


A two way process of mutual educatio! 
needed and has been high-lighted by th 
Ignorance of child legislation is not all o 
hopes that the new Children Act 1975 w 
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The hope was also expressed that care proceedings would be heard in enini 
County Family Courts. Meanwhile in-service training in family problems aud child 
children is needed, and Some appointments might be created where n e ore 
development can be learned. Lawyers working in local authorities should be 
involved in child abuse work. 


- t court 
Legal problems, it was agreed, go much further than decisions abou 
orders. 


26. Statutory removal of a 
newborn baby 


ANTHONY C. FAIRBURN 


Summary 


Four families are contrasted: 
A. - (1969) First child manslaughter / 4th - late removal. 
B. - (1975) Child abuse / 7th - removed at birth. 
C. - (1975) Gross neglect / 2nd - removed at birth. 
D. - (1976) Psychopathic couple / Ist - not removed yet. 
Tee aspects are discussed: 
l. The professionals’ changing credibility, 
The ‘immediate-rather-than-later’ argument, 


Wide preparatory briefing, and the hospital link-job. -— ] 
Last year in Bath we removed two babies at birth and from this limited experience 


We learned a great deal about close working and communication. As background, we 
had for four years been operating a tight, over inclusive child-abuse monitoring scheme 
in this small city (Population 90,000), and had helpted prepare the way with some in- 
Service training seminars with the Bath magistrates, discussing Child Care principles 


and professional concepts. 


3. 


Family A 
Family A had moved to Bath from another city in 1967 with two small children while 
the neurotic and immature step-father was under probation for manslaughter of the 
first child (proven and admitted multiple violence, including intracranial haemorrhages). 

Mrs A cooperated closely in the fieldwork monitoring (health visitor and social 
worker) and an automatic cross-check every month continued until her fourth preg- 
nancy - to be their first natural child, very much a wanted baby. 

In 1969 it was considered in good faith by all of us that no case could be made 
for a removal at birth, but preparations were made to try to get the mother to remain 
for an extra week in hospital after delivery, so that an urgent interim care order could, 
if necessary, be made to take all three children into protective custody, the strain of 
a new baby being the trigger, in our view, for breakdown. The trouble was that the 
criteria thought acceptable at that time were that things had to be seen to be going 
wrong, whereas in the event we had to report quite honestly that Mrs A started 
‘bonding’ closely and normally to the newborn child, despite her severe neuroticism 


and shallow, deprived personality. 
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ng 
: y ildren and You! 
It took many months of care crises and the invocation of the Childr 


‘ ithout 
Persons’ Act (violence was avoided), arguing against parental competence al | 
which he would not fulfil his full emotional and psychological potential’, to ac E ud 
long-term care for this fourth child. The instability and difficulties of the e 2 
access arrangements undoubtedly contributed to his developmental delay, as ntlong 
the mother’s extra problem in demonstrating her competence. At the subseque 


i much 
drawn-out legal proceedings (and an appeal which failed but was borderline), r 
was made of this factor, 


; : , is that they 
One encouraging note in our dealings with this sad and bereft couple is 


3 t about 
still accept the social worker’s Support, and recently consulted the Departmen 


S : d at 
whether a further pregnancy would simply result in a fifth child being remove ent is 
birth. This has yet to be worked out with them, but at least a democratic elem 
visible. 


Family B 


r, by 
Onitoring scheme from 1970. Two years aie 
clusters? of bruises, mostly minor) it had on am 
fth and sixth children into long-term foster care, 


> ceive à 
ain, they keenly wanted (and intended) to conceive 
seventh. So, quite late in the 


mother. The father’s aggressivi 
clearly known. 


Mrs B’s mental state after losing this baby, her need for sedation and comfort, 
return to her husband early and good general practitioner Support had to be carefully 
worked out. 


The constraints involved in having so little time to 


plan and in the need for extrem? 
confidentiality, and ignorance of when labour would start, made for possible loopholes- 
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In the event all went smoothly, but everyone was sad to see that a final nail was 
desperate couple when the local 


uni i i i 

nintentionally hammered into this wretched and 

press reported their later eviction from their home, referring also to the removal of 
all their children. 


Miss C 

In Miss C’s case, we were more concerned that suicide could result from our actions. 
Aged 19 and dull (ESN), she lived resentfully with her parents in a muddy 

smallholding in deepest Wiltshire. Of her eight brothers and sisters, the first four had been 

ill-treated and/or neglected, and the last four had produced major problems requiring 


Intervention by many agencies. 

Her own mother was shallow, specious and egotistical, lived erratically and, 
what might have been crucial to the case, had demonstrated her own lack of parenting 
qualities only too clearly. Miss C had already neglected and twice abandoned (in a farm 
lane) her first baby and had twice changed her mind about adoption. By then 13 
Months old and with long-term foster parents, he had become withdrawn and disturbed. 
E precedent seemed to justify a care order on a preventive basis, although jt would 

all the ground-work to be done in case of later appeal. Her mothering knowledge 
at the time needed recording in detail, for she might claim that she had learned new 
Skills and matured by 19, and would do better with a second child. One had also to 
establish that the baby's maternal grandmother could not offer adequate substitute 
mothering, as the couple would obviously have to depend on the parental home for 
à long time yet. None of this proved in fact to have been necessary (though it had to 
be done well) for there was no legal challenge to the action. l 

The greatest practical need was clearly going to be for therapy, as Miss C had 
made two suicide attempts and still had an immature, histrionic side to her. The 
Obstetric registrar had a worrying weekend during the puerperium and needed frequent 
Support in dealing with a deeply grieving and distressed mother, who pocketed all 
the medication given to relieve her after-pains and her sleeplessness, and stood out on 
the fire-escape. It was a difficult decision to advise that she should stay with the staff 
whom she knew and liked, and not go over to the psychiatric ward for her own 
Safety. Fortunately she decided to keep herself intact for her daughter's retum, and 
Our main job was to get some surprisingly reluctant transport out from a distant 
country town so that she could return to grieve effectively with her mother’s support. 


Family D 
Lastly come the D’s who had met in Rampton. The young man is a voluble, unstable, 
deprived, and inadequate psychopath, with a low irritability threshold. His younger, 


duller wife is equally deprived. Neither has ever made an enduring relationship with 


any adult, each achieved temporary stability only in institutional settings, and the 
] counties, moved on and rejected by 


three-year marriage has taken them over severa 
landlords. Their personal relationship is like that of two hunted children, immaturely 
interdependent. 

Mrs. D. aged 22, obese and insecure, had a low threshold for violence, absconded 
as a teenager, had no mothering skills and little patience. This third pregnancy, the 
only onenot aborted, was intended, and had set off intense nest-building and over- 
acquisition of baby gear. 
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i s 
At the large and senior case-conference before the birth, the legal E e 
that action for removal could only be justified after the care of an actual : a ad sod 
broken down, even though nearly everybody agreed that this couple eder] 
à child. The ‘preventive Temoval" case put forward had the weakness that i mei 
on opinions only, and these, however expert, were not regarded as strong e iua: 

As had been felt Possible, strong ‘bonding’ occurred during the S worker’ 

and immediate baby-care skills were being learned fast. Daily visiting by a ‘key 


idins ds 
who is getting regular Support, and by the special problem-families health visitor, 
continuing. 
The young couple know 
discuss it with us, Mr D 
thinking: *, 


z P able to 
the meaning of this intensive scrutiny and are 


E : E noid 
has not yet built it into his repertoire of mildly para 
a everybody-turns-against-us-sooner-or-later’, 


Commentary 


"care seminars, two things may have influenced 
Tt colleagues: : 

g ce e as a reason for o fii 
nts credit, when possible, for trying to cope 

s are usually anguished at having to remove - 

f children to a pleading mother, whose solici 
Tvices ‘had it in for them’ all along, a suggestion 


her pants. 

The need for prior 
local authority's so] 
So also has the soli 
Care cases, 


ai the 
Preparation of an ample case, to be made available sinet 
icitor in time for case-conference decisions, has proved its "e 
Citor’s professional confidence and experience in handling c 


Presenting an expert opinion on parental incompetence carries conviction only 
after a lot of Obsessional work, recording replies and opinions on child-rearing, 
noting actual mother/father-and.child interactions, and being able to give examples 
of progress as well as the lack of it. Cross-examination in front of parents, who may " 
well have put their trust in Oneself, can involve tricky interpretations, takin g pas 
of their morale and feelings. We are, as Carolyn Okell Jones has said elsewhere, com 


to think of this court experience as an extension of our management and guidance 
of the parents for the future. 


The removal-at-birth argument 


It is necessary here to know whether the mother went through the "bonding process 
with her previous child. We knew that Mrs B and Miss C had done so quickly and 
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easily, for each liked very small babies, although they could not sustain the relation- 
ship beyond this. Documenting ‘bonding’ is best done at the time, questioning 
maternity staff who were on the postnatal wards at various shifts, and if possible 
observing the mother reacting to her baby after the first day or so. She will almost 
certainly also be able to give pretty clear instances of this intense and vivid process 
if it did in fact happen. 
the The cruelty, however, short-lived, of removal-at-birth has to be set against. 
e much greater and lasting bereavement effect on a mother who has been relating 
her child for weeks or months. 
hil The other half of the argument is necessarily theoretical, in spelling out the 
child’s need for a consistent, long-term mother (‘caretaker’) figure and the avoidance 
of broken fosterings from the earliest weeks. Professional opinion is, as a result of the 
new research into babies’ perception, moving back to the concept of early traumatic 
distruption again, while the stronger and generally accepted arguments against remov- 
al of a child from six months onwards still stand. 
: Magistrates standing by to grant an emergency interim care order at an hour's 
"apis may well ask for a personal briefing beforehand, when these two aspects can 
€ presented to relieve their minds. 


The health and social services link ; 
A hospital-based consultant who knows the senior obstetric and paediatric staff is 
really the best person to see this through. The obstetric consultant, having given full 
Permission, is then unlikely to be on the spot but will help with interpretation of the 
mother's ante-natal state and with the phenomenon I call the "shifting EDD’ (estimated 
date of delivery). 


The briefing of senior nursing colleagues. who B 
to allow for, and obtaining their agreement to procedures, has to be water-tight. The 


ASSO is of course a stranger to them and it helps very much if he has had a chance 

to talk direct to them remembering that they know little about the background to 
the decision. The link across to the other nursery has to be made, and phone numbers 
left with crucial people, so that they will have immediate access in the night and at 
weekends. Anxiety will be felt at several points, requiring immediate support, with 
SGinetimema decision to bemadified, abouts forsta the timing and management 
of the bereft mother’s return to her spouse OF parents. This requires the general 


practitioner's knowledge. inui 
The distasteful thought: ‘Has 1984 now arrived?’ is hanging like a thought- 


balloon over everyone’s heads, and this requires bringing out, with careful, supportive 
discussion. 


also have day and night shifts 


Discussion 


arnham in its logical place, namely after 


Fairburn’s paper was given and discussed at F: 
gnant woman and of the mother and 


the papers concerned with the care of the pre 
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i t 
her newborn baby (Ch. 11 and 12). The paper has been relegated to its presen 


s as 

position at the end, chiefly because some members of the group felt that w M 
describing was indefensible, that the paper should not have been given an i 
should be omitted from the book altogether. When it is considered and G iis 
openly, as the author legitimately Tequests, the paper and the philosophy den Sante 
subject matter bring into dramatic focus some important ideas, not to men 
deep feelings, about the whole subject of child abuse. ] . e been 

A woman, known to be violent, to have damaged earlier children to es ctiam 
unable to provide a safe environment so that at least one of them has died a sin 
have been removed from her care, becomes pregnant once more. Nothing es 
can do can rehabilitate her and restore our confidence except caring successfu Ts 
for this latest baby. Should she be given this chance or is this too dangerous for 
baby and indeed for her herself? 


If the answer is no, and the baby must be removed, here are thesdata for T 
Fairburn’s equation. All of us have sometimes faced this problem. To oe aan 
the mother’, as described, may be considered necessary, for otherwise she may uires 
disappear to a hospital which knows her not. Fairburn claimed that the chief de 
age and superb organisation on the part of all owe 
€ was still lacking over some vital matters and that, wi 
move a baby at birth can never be justified. i nage. 
to avoid on behalf of the baby, apart from physical ips 
hat we believe to be done when a young baby is left m wil 
© not know is whether biologically a baby needs to erdt 
r bonding. If denied this opportunity, is the bonding P 
f so, is that damage greater than the timely formation si 
Which is then soon broken? And for the mother, is she 
Pregnant again and to have another baby if she has nev 
of whose presence in her womb she has been for long 


irreparably damaged and i 
the bond with the mother 
or less likely to wish to be 
seen and handled the baby 
aware? 


The only ways to counter the compulsion to have a baby felt by many abusing 
mothers are to resolve the underlying basic Psychological difficulties or to legalise 
obligatory sterilisation. The latter practice would contain too many dangers. — - 

The majority opinon was that the mother should handle her baby while in ald 
maternity department, but that a care order should be sought so that the baby wo 


4 i be 
not go home. A period in residential care for mother and baby might sometimes 
suitable, but only under the Closest supervision. 


PART 5 


Proposals and resolutions 


27. The Tunbridge Wells 
Resolutions reviewed 


The original point of departure for the Study Group was the management of families 
in which there had been physical injury known to be or suspected of being non-acci- 
dental, The group's main concern, apart from the improvement of diagnosis and of 
E ee Resin, of abusing families, was with techniques for ensuring the maximum 
deities for families, caught up in the problems of non-accidental injury to their own 
F en, so as to limit or to prevent further harm both physical and emotional. The 
M ten resolutions therefore dealt with prevention only in relation to repetition of 
the injury and to countering the effects of deprivation. This does not mean that the 
tudy Group failed to recognise the supreme importance of preventing the abuse in 
the first place. Indeed discussion of prevention and its necessary pre-requisite, 
Prediction, was left explicitly for a future meeting. 

One of the tasks was to look again at the original resolutions to determine 
Whether they need modification in the light of the experience of the last three years. 
These sixteen resolutions were printed and circulated by the DHSS as ‘Report and 
Resolutions? of the Tunbridge Wells Study Group’ (1973). They were not reprinted 
in "Concerning Child Abuse'. Fourteen are reproduced here. Two (O and P), of 
Internal interest only, are omitted. 


Resolution A 
That for children damaged by non-accidental injury or when this is suspected, 
immediate hospital admission of the child is the essential first step. 


This resolution had two purposes, the establishment of a diagnosis following 
Careful and complete screening of the child and the family, and the protection of 
the child from further injury. For the former purpose an immediate hospital referral 
for examination and consultation is the essential first step. The group now believes 
that admission into the hospital may not always be absolutely necessary. The latter 
Purpose, protection, can be ensured in other ways, perhaps by removing the child 
from the parents to previously known foster parents or even rarely by leaving the 
child at home with suitable help for the family. The possibilities should be explored 
for admitting mother and child to avoid interference with bonding but with the most 
careful supervision. 

Since the meeting in 1973, the Study Group, while in no way regarding as 
less important the gross physical effects, the stunting of bodily growth or a coeliac- 
like syndrome OF, indeed, the physical injuries, has paid greater attention to the 
emotional stress resulting from cruelty, neglect, rejection and deprivation. 
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Resolution B 


" E , t- 
That close links should always be established between the hospital children's depar 
ment and the accident and emergency department. 


"a the 

A number of papers have been published which show beyond doubt irent 

possibility of abuse should be borne in mind whenever there appears to be E (si 
dental happening to a young child. Drowning, poisoning, sudden infant dea 


: jdents. 
This plan is being followed in many general practices for all childhood accide 
The group stresses the special importance o. 


general practitioner or wh > 
be passed to the Area Nursing Officer (Child Health). 

Resolution D there 
That the Social Service Department should be informed immediately whenever 

is suspicion of non-accidental injury. 


Resolution E 


That when non-accidental injury is 
the RSSPCC, o 


to be involved i 


These two resolutions are Supported and no comment is offered. 


Resolution F 
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The reference to the Association of Chief Police Officers is out of place. 
There are still problems of co-operation and collaboration between the Police 
[s the other professions involved in the management of child abuse. The Home 
Peer the DHSS have circulated a memorandum*which is designed to ease this 
E en is evertheless whatever the guide lines, the only satisfactory solution in areas, 
Sido fiat suspicion does still exist, is the acceptance of a common policy of 
rr din i ication and honest communication. The nettle has to be grasped. The 
Bush ecognition of the existence of child abuse has increased the proportion of 
milies under suspicion in relation to those where the child has been subjected to 
gross physical abuse. But deprived and neglected children have as much right to the 
Seat of the law as those criminally assaulted, and the group stands, hopefully, 
y Resolution F. 


Resolution G 
That representatives in the Study Group of ea 
in a family, while reserving their professional 
ion. When such action seems necessary, all the other 
know what action is being taken and the reasons for it so 
Confidence can be preserved. 
The Study Group has always recognised that professions with statutory duties 
and responsibilities have the right to take unilateral action. What has been and re- 
hrs their hope is that consensus views will be reached or, if not, then the party 
= unilateral action will feel a responsibility towards the other professionals for 
ae aining carefully the view taken. The question of consensus 1S discussed on page 
E - Although attention is often focused on unilateral police action, it is as well to 
emember that strong differences of opinion may and do exist between the other 
Professionals. 


ch of the parties likely to be involved 
1 rights, strongly deprecate unilateral 
parties involved expect to 
that mutual trust and 


Resolution H 


That the Study Group strongly supports the establishment throughout the United 


Kingdom of the case conferences and the area review committees as suggested by the 
HSS (ref CMOs letter 10/72, with enclosure ‘analysis’ of reports submitted by 
medical officers of health and children’s officers) but recommends that the functions 
Of these bodies be more clearly stated and that their composition be modified. 


Resolution [ 
That review committees should be set up at Area Health Authority and Local 


Authority level and should hold quarterly meetings. That case conferences should 
Supervise the management of families involved and that review committees and case 
Conferences should have the functions and the composition set out in detail in 
Paragraph 24 and 14 and 15 respectively of the Report and Resolutions. 


ASSL(76)26,HC(76)50) Home Office Circular 179/76 


* Joi 
oint DHSS/Home Office Circular (L 
ren: the Police and Case Conferences. 


9f 18 November 1976 - Non-Accidental Injury to Child 


^ 
^ 
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t for 
These two resolutions (H and I) recorded the Study Group's M. e Phe DHSS 
the case conferences and area review committees that had been suggeste : E odii 
and asked for clear statements of composition and functions. The ems e ipsi 
views were aired in the lengthy and detailed interchanges which followe 


; : es 6. 
printed in Chapter 19, 21 and 22 and are summarised in the discussion on pag! 
See also Resolution 1, p. 153-4. 192. 


Resolution J 


A ished by the 
That specialised groups are also needed, such as those now being a ete 
NSPCC, to act as the focus for consultation, research and training as we 
provide treatment facilities in their immediate area. 


; ble 
Fortunately the NSPCC has continued its work and is able to provide e 
information for all those who are concerned with child abuse. In addition to t, estar 
National Advisory Centre (originally the Battered Child Research ur da 
blished nine years ago) there are seven NSPCC Special Units, the details of wh: 
are printed as Appendix IV, 
There is need also for other 


und in 
specialised workers, such as are already fo 
Some local authorities 


Resolution K 


That a direct approach be made to the Sec 
Committee about the law and about legal 
trauma to children 


imu ision 
retary of the Criminal Law Revision 
procedure in cases of non-acciden 


The group is not at present pressing for any changes in the law. 


Resolution L 


Unfortunately no progress has been Possible (but see Resolution 2, p-196) 
Resolution M 


on advantages, difficulties and disadvantages, 
No decision has been reached and no fu 


n iect 
i rin die E tther views are recorded on the subje? 
of reporting, registering and notification. 


Resolution N 

That since child abuse is reported to be associated in 4 Sizeable pro ortion with low 
birth-weight, representation be made to paediatricians, obstetricians idwives, 
nurses, health visitors and social workers about methods which s E. very 
early intimate mother-child interaction, and about the need for “i Aer follow-up: 
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This resolution is concerned with further studies of mother/child interaction in 
maternity departments. Many observations have been made since 1973 which have 
à bearing on bonding between mother and child, and this subject forms a basis for 
much work on prediction as well as on prevention. During the same period the many 
changes in attitude in maternity units have been followed by changes in practice, 


all tending towards a more sympathetic and understanding approach. The group 
gives so much importance to the subject that a new resolution (Resolution, 3, p.196) 


is proposed. 


28. Some fresh proposals 


e 
During the meeting as well as the set resolutions that follow in Chapter "^ ee 
proposals were made, which received general support. They included Mp appear- 
and were rather too complex for expression in the form of resolutions. “pat dij 
ance in this separate chapter means neither that they had less support nor 


tical use 
are considered less important. Indeed they may prove to be of greater prac 
than the broader matters embodied in the resolutions. 


The social worker 


The responsibilities of social w 
through the provision of social 
and management to the eventu. 
group's attention was draw; 
Carolyn Okell Jones to so 


sd iagnosis 
orkers extend from their contributions to ee 
reports and through all stages of decision-ma tan. The 
al evaluation of the success of the treatment p 


17-12 
ns, made by Sally Beer (see also Ch. 16 pp- ! 
were supported by the group. 


All teaching must include experiential methods. 


l. Basic courses for professional qualifications should include: 


5 : identi- 
a) greater concentration on normal child development leading up to ide 
fication of the abnormal; 


b) review of teaching methods including 


i) placements, giving contact with children 
ii) ^ case studies followin 


iii) joint training session: 


children is essential; 
e) information about what resources are available and what they can achiev? 
with the child who has difficulties, for example, specialist units, play 
therapy etc. 
2.  Post-qualification courses for Workers who 
experience, should have consolidated the 
the opportunity to: 


» after a min 


imum of two years 
b 


asic training. They should be given 
a) develop further ability to communicate with children; 
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b) understand and recognise special situations likely to stress children, 
for example on: 
i) reception into care, 
ii) ^ admission to hospital, 
iii) separation from parents, 
iv) and on receiving divided care from different caretakers, and 
professional workers; 
C) improve therapeutic skills in working with children with specific 
problems. 
Carolyn Okell Jones stressed the importance of 2(a) which would come best through 
experience of working directly with children. 
Carolyn Okell Jones’ recommendations, which also met with general support, 
centred round the needs of abused children and their siblings in their own right. One 
member of a reviewing case conference should be designated advocate for the child. 
Any review of a child's progress should include not only the question of re-injury, 
but also assessment of development and of emotional state. The numbers of both 
day and residential centres for multi-faceted family treatment and for research, 
With the Park Hospital for Children, Oxford, as one excellent model, must be increased 
She urged the need for a research project on the relative merits of different kinds of 
Protective placements in comparison with the home environment. The use of foster 
Placements as a long-term therapeutic experience for abused children rather than for 
temporary safeguard should be explored, and foster parents, who should be paid for 
their Services, should form part of the management team. . 
We must never lose sight of the importance of realising and studying the conse- 


quences of professional intervention. 


The health visitor 

The discussions on Health Visitors revealed a general anxiety that since the change- 
Over from working in a geographical area to attachment to general practice, those 
families who are not registered with a general practitioner and who may be the most 
in need of the health visitor service may be ‘lost’. A possible solution, proposed in 

the Court Report, would follow the territorial planning of child health work for the 
Proposed Child Health Visitor and a return to a geographical responsibility in add- 
ition to her general practice attachment. The implications of this proposal were, of 
course, not discussed at Farnham. Meanwhile Resolution 4 (p.196) aims to diminish 
the risk of losing sight of vulnerable families, since there must be few pregnant women 
now who do not reveal their identity, at some stage, at booking clinics. 

The ‘change of address’ mobility of abusing families is recognised as a further 
cause of anxiety. Jean Davies’ suggestion that Area Health Authorities should be 
notified of any changes of address of families applying for the family allowance, was 
not supported by the Group. Well-intentioned and efficient as it might be, such noti- 
fication smacked of infringement of liberty. 


The midwife 


The emphasis of the meeting being on prediction and prevention, the midwife could, 
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it was felt, make an extremely important contribution to both. What she a = by 
trained observation in the maternity department is described by Pamela iot 
Chapter 3 and forms an important part of the lessons of Henry Kempe's e 
Ch. 9). She had a unique opportunity to give preventive support to vulnerable 
mothers in the perinatal eriod. " " 
That she €: ste an earlier part was generally agreed and Dr Stone’s yet 
tion was strongly supported that some ante-natal examinations should be carri: nen 
by Community Midwives in the home (see Resolution 5, p.196). The advantage 
Spelled out in Chapter 14 on page 109. Observations on the family at home — 
these visits should aid prediction, The midwife could contact the health visitor s 


aes Gii 
that together they could give extra Support during the pregnancy to families co 
sidered vulnerable, 


z iscussions. 
The training of midwives should include experience of taking group discu 
This skill would 


E their 
increase their ability to help not only mothers liable to abuse 
children but also normal mothers, 


The general practitioner 

After the publication of the Report and Resolutions of the Tunbridge Wells x 
Group in 1973, a few &neral practitioners voiced the complaint that they ha ^» 
been represented in the group. The reason was plain enough. The organisers on 
know of a general practitioner who was in a position to read a paper on the subj 


Since then, many general practitioners have become involved. 
The two presen 


manual for trainers. 


B Remind clinical tutors to include the subj 


E Ject in their Syllabuses at least once 
every two years. The responsibility for this reminder must rest somewhere, 


perhaps with the Advisory Centre for the Battereq Child, 
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3. Remind those responsible for courses always to think of applying for S.63 
approval, and of circularising the general practitioners, which is best done 
through their local Family Practitioner Committees. This should also be part 

4. 2 any manual for trainers. 

“i for changes in S.63. Multi-disciplinary courses organised not necessarily 
y doctors should be readily eligible for full recognition. This Study Group 
" x be one of many bodies which could approach the DHSS. 
enior social workers should explore the idea of discharge summaries to be 


et to general practitioners. 
ncourage community midwives to carry out some ante 


the home (see Resolution 4 and 5, p.196). 


-natal examinations in 


The obstetrician 


of a future interest by obstetricians 
child abuse. Ideas and methods are 
the report of the discussions that 


ire md welcomed Dr Anderson as a harbinger 
Maul: real part to play in the prevention of 
done Ha in Chapters 11 and 12 and in 
into à ithout theractive support of obstetricians, theory will not be translated 
contact e m the matter of the importance now attached to bonding or to early 
bien. physical and visual, between mother and baby, and to the mother's need 
curity, reassurance, confidence and sympathetic understanding. 
tidy pan of the ante-natal supervision can be delegated to the community 
time to ai as proposed in Resolution 5 (see p.196), the obstetrician will have more 
Scuss problems with mothers identified as vulnerable. 
with — D College of Obstetricians and Gynaecologists will, it is hoped, join 
Resolus entral Midwives Board and the British Paediatric Association in fulfilling 
the Coe 3 (see p.196). The study group believes that only good could result should 
ege, perhaps through its President, bring the subject of child abuse to the 


Speci : i 
Pecial notice of its Fellows, Members and Diplomates. 
The paediatrician 


oe UN the paediatrician has taken the lead over non-accidental injury 
ite ould en he is finding that this work occupies an inordinate amount of his 
always be age ZESE LO the search for preventive treatment. His main roles must B 
that whee do ape and in teaching child development, and it is to the paediatricians 
socis] e “wa especially doctors in training, should look for methodology. Some 
pakeni in or ave s. ma of maladroit handling of abused children and their 
habens Linnea and accident departments. To be avoided is any accusatory 
fast towbatithe m Es too readily felt by parents who are guilty, unwilling to 
Omera onike eoh one and all too ready to hate authority and to dislike co- 
Ponik pal ent: on physical abuse at home may still fear separation 
soanittin iay bekom Hor ft clothes, which are a protection, and a clinical 
child’s panic may easily be ne d's point of view assault in yet another form. The 
whole incident may serious] don doctor with annoyance if not anger and the 

sly stress the child. A suggestion was made that such first 
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F jatricians. 
examination should usually be made only by experienced or senior Em 
This was considered by the group to make the unwarranted ee 8 
tivity to the patient's feelings was a quality always found in seniors an apes 
juniors. The British Paediatric Association and the British Association 
Surgeons are to be invited to comment on these observations. 


The conduct of the case conference 


veals 
Chapter 22 contains the Ieport on the NSPCC's case conference pe enitn 
some disquietening features. As the result Ray Castle, the Director o 
National Advistory Centre, made the following recommendations: — 
l. Case conferences should be structured with an experienced Chairpe 


X ori t with the 
2. Each member should provide a short resume of his/her involvemen 

family. . ita report: 
3. Involved personnel who cannot attend should, when possible, submi 
4. Time limits should be set. 
5. 


There needs to be more flexi 

medical personnel, 

6. It would be helpful to con 
Area Review Committees 
members are unable to agree on a decision. . son. the 
These proposals received the support of the meeting after a discussion, astage of 

details of which are recorded on pages 153 to 154. The group deplored the w artly 

expensive professional time resulting partly from inadequate preparation wen 
from the paucity of secretarial help. The case conference, when it finds that 


3 st 
x Pe à es, mU 
choice of the best management plan is impracticable through lack of services; 
inform the area review committ 


5 re to 
ee. This is of the utmost importance if gaps 4 
be identified and ever filled. 


ce of 
bility of location to enable better attendan 


" ittees of 
Sider the setting up of special UE 
to advise on those cases where the confere 


The area/district review committee 


ments would contain both "follow-up and ‘re 


sister’ implications. Each area needs 
th local cir 


cumstances, 
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On registers 


Dr Chambers felt that the collation of the numbers of chilren on the local registers 
and of the numbers who have died with the cause of death should, ideally, provide 
à measure of prevalence of non-accidental injury to children. The Study Group did 
not believe that the present registers could be used in this way. They do accept 

the need for a more realistic knowledge of prevalence and for this reason urge DHSS 
to establish the confidential enquiry outlined in Resolution 2 (see p.196). Meanwhile 
the examination of the different methods used in compiling and using local registers 
9n a countrywide basis should be informative and could be helpful. If registers are 

to do more than assist in local management, some standardisation of the records is 
urgently needed. 

Apart from the general register to include families suspected as well known to 
be abusive to children, some form of follow-up register is essential. Anthony Fairburn, 
using the Bath monitoring system, categorised families as ‘high risk’ or ‘low risk’, 
Preferring this to ‘known, suspected or potential’ abusers. Concentration on the high 
tisk families could save work by possibly overloaded workers. 

The highest risk families are those believed to be beyond the possibility of 
rehabilitation and reliable criteria are badly needed for their identification. Opinion 
Was divided as to the procedure to be adopted when a new baby is considered to be 
in real danger in the parents’ care and the parents are considered not be amenable to 


treatment (see Ch. 26 and the discussion following). 


On confidentiality 

Opinion was also divided on the question of confidentiality when a family’s name 

is entered on a register. Ideally the family should know about it and also should know 
about the discussions in the case conference as well as the outcome. On the other 
hand considerable maturity of outlook, insight and the ability ‘to think out rather 
than act out’, are required by men and women before they can cope with this 7 
knowledge. Unfortunately these qualities are not well developed in abusing families. 
The group recognises that a return to this subject in the future is desirable. 

The group heard with great interest the description by Dr J.J. Pietersee of 
Rotterdam of the so-called ‘confidential doctor’ in Holland, which does overcome 
Some of the problems of confidentiality. The paper will be published in the Pro- 
ceeding of the First International Congress on Child Abuse and Neglect, Geneva 
(International Journal of Child Abuse and Neglect, 1977. No. 1, Oxford: Pergamon). 


On assessment of progress 

The group throughout its discussions stressed the importance of proper assessment 

of progress of families. The abused child needs direct help and the success or failure 
of that help can only be judged if comprehensive data are collected. The absence 

of further physical injuries, although highly desirable, is totally inadequate by itself. 
Growth in height and weight over a period gives a sensitive guide. Educational 

progress for the older child and developmental progress for the younger one, especially 
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en into 
of language skills, as well as evidence of emotional adjustment must aides The 
account. But it is not only the abused child whose progress needs z ea n 
siblings may, without actual physical abuse, be suffering from d eem 
abuse. The parents, too, should be responding to treatment and B merited 
indiscussion (see p.69) described the criteria on which judgement ca 


On education 


ee ith in 
Considerable time was Spent on education at all levels and this is dealt wi 
Specific Resolutions (8 and 9, see Ch. 29). 


On the law and legal procedure 


: i bers in 
The Study group remains uneasy, as a result of the experience of its mem 
Court, about th 


iscussed 
€ importance given to the child's welfare. One propos E interests 
i ure legislation concerning custody, care or control, the be: 


S not as simple as that. ee 
à , 
tvention by a local authority under the Children Acts is consi 


Her Honour Judge Graham Hall has 


"- ive note. 
provided the following infoga 
‘By Section 44(1) of the Children and Young Persons Act 1933 "every aeg have 
i son brought before it, either as an offender or otherwise, sl 
regard to the welfare of the child or 


s for 
young person and Shall, in a proper case, take step 
removing him from undesir, 


for 
‘able surroundin 


[o 
5 icion is made 
85 and for securing that proper provision is 


' mits 
van (in The Law Relating to Children, Butterworth, 1973), sc to 

to criminal jurisdicti Ncertainty surrounds Section 44 ow: 
differing opinions as to how far criminality should ij 


are and Consent 1977 1 AER 
the law was quite plain and the statute Perfectly clear th 
which predominated, 


‘With regard to Adoption in the Children Act 1975 Sect “In reaching any 
decision relating to the adoption of a child a court 5 Section 3 states “In re: 


; x 9r adoption a 
the circumstances, first Consideration bei P 


d to 
i gency shall have regar e wel- 
i EAA In£ given to the need to safeguard and promote th 
fare of the child throughout his childhood”, ese words are xépedted vereri un Section ed 
3 of the Children Act e 2 WLR 755 Cumming Bruce J, explained that the PH 
f Section 3 o as to impose upo, , uds 
jective appraisal of the Ieasonableness of the pai Pon a court Tesponsible for making 
welfare of the child as the first c. 


n he 
s t rent in witholding consent, a duty to regard t 

f Onsideration in © process of 

considerations which have to be taken into account, 


:ned tha 
« Lord Justice Ormrod explained ‘rel 
at it was the best interests of the 


Weighing several conflicting 
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*Although these two Acts do not go as far as some people wished, they are a further 


step in the direction away from the attitude of protecting parents’ rights towards that of pro- 
tecting the child's rights. In summary in Adoption the child's welfare is now the first considera- 


tion, but not the sole consideration. i 
‘Even “first and paramount” does not mean “exclusive” and the court should consider 


i P WES HA, 
e weigh all the circumstances that are of relevance, giving absolute priority to the child's 
interests, 


The Study Group does not feel able, having clarified the issue, to make any 
Proposals or resolutions. 

One Tunbridge Wells Resolution (K) and three. 6. 7 and 9, at Farnham directly 
concern the law. The many problems both of law and of court procedure were 
discussed at both meetings, one evening at Farnham being devoted to discussions 
With Judge Graham Hall. 

One problem, easily identified, is the weakness of the supervision order, and 
Sally Beer presented the views of her association in the following terms. 


‘Supervision arders: Under Section 68 of Schedule 3 of the Children Act 1975 the Secretary 
of State may make regulations regarding supervision orders whereby conditions might be 
imposed. The British Association of Social Workers supports the proposal and would like to 
Suggest three possible conditions: 
* A right of access to the child 
A right to require a medical examination " 
fc) A ie to fequi that the child attends some designated facility (e.g. day nursery 


or play group). 


The group, while approving in general the proposed conditions, WOES. 
that to establish them as rights in any effective and legally sanctioned terms wou 
be difficult. They rest at present on the wording of Resolution 6 (see p.197). 


The new Resolutions 6 and 7 deal respectively with the strengthening of the 
supervision order and the presence of legal advisers at case conferences. The need for 
Continuing education of magistrates and clerks to juvenile courts is catered for in 
Resolution 9. The Study Group expressed concern that at present there shall be 
à guardian ad litem and the child shall be legally represented only in uncontested 
suits for revocation of care orders. In contested cases the child’s point of view is 
Not always put to the court by the solicitor who is supposed to be representing 
the child on whose behalf legal aid is granted. 


29. Resolutions from the 
Farnham meeting 


Study Group hopes that Chapter 2. 
wide variety of professional and la: 
of the problems of chil 
gathered by this comm 
in a sense representing th : able diffi- 
themselves, the formulation of Specific resolutions presents almost insuper: 
culties, 

The Editor, who mu 
tions, has tried to reflect t 


2. That the DHSS and th 
confidential enquiry 1 


with the CO-Opera 
Obstetricians and 


and the British Paediatric Association. 
4. That every bookin 


8 at an ante-natal clinic Should be notified through the 
th) to the a i 


e 
» Breater use should be mad 
"natal supervision of women either in 
their homes or in health Centres, 
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6. "Y 
a the supervision order should be strengthened and that the progress of 
ery child under such an order should be adequately assessed on the basis of 


regular examination. 


7 ; 
That the local social services department should make available experienced 


eg advice at every case conference at 
E parties is to be considered. This is o 
ay be made that legal action is required to prote 


which the legal position of any of 
f special importance when a decision 
ct the child. 


8. 
n the DES, the DHSS, the Scottish Home and Health and Education 
epartment, and the Welsh Office be asked to look into the provision and 


the content of existing courses in parenting, 
ment. In the opinion of the Study Group, th 


tant part in the prevention of child abuse. They could also im 
would be increased by treating 


making them avail- 
tside the 
tribution to the teaching programme. 
hild development, child needs 
ing probation officers, 
dwives and advocates. 

tes and clerks to juvenile courts and 


of children generally. Their effectiveness 


them as important elements in the school curriculum, by 


Sas. pupils of both sexes and by inviting exp 
g profession to make some con 
That there is need for common courses in C 
and child care for teachers, social workers includ 
doctors and medical students as well as nurses, mi 
These courses should be open to magistra 
in Scotland to sheriffs, reporters and panel membe 
recognised for continuing education in these 
puts them in a position for 

10 pr of children. 
j at in all care cases, psychiatric reports on 
be regarded as essential. Of particular impor 


making decisions about the care, p 


parents and c 


erts from ou 


family care and child develop- 
ese courses could play an impor- 
prove the care 


rs. The need should be 


subjects by all those w 


towards family life and children and their response to crisis. 


Note 

The 

bod presence of an adviser to the Scottish Office has e 
y in some resolutions. It is our hope that nei 


No 
e Ireland Office will take exception to th 
at they will regard themselves as included in the ap 


propriate places. 


hose work 
rotection and 


aretakers should 
tance are the parents? attitude 


nsured the mention of that 
ther the Welsh Office nor the 
e singling out of the Scott 


ish Office, 


Appendix 1. A suggested syllabus 
for a course in child 
development and the 
family 


"-—- ed 
A suggested Syllabus for a Course in Child Development and the Family reproduc 


» itan 
by kind permission of the Inner London Education Authority and the Metropoli 
Regional Examinations Board. 


Aims 

$ ; f e 
l. To provide for the pupils a course in which, by studying family life and x 
pre-school child, they themselves may be helped to grow towards maturity 
and become responsible parents. 


To encourage a Breater awareness of the needs of young children through 


: ; : , their 
learning about environmental and other circumstances which may affect 
development. 


The syllabus is desi 
fifth or sixth 


the course is taken in one year. 


N 


young children should also be included. 
Contents of the course 


Family and kinsh ip 
l. Social Structure; extended 
2. Social services 
Marriage and parenthood 
l. Relationships and res 
2. Planning a family 
Growth and development from conception 
p" Heredity; physical and tempermental Characteristics 
Nutrition and its effects o 
Health during pregnancy 
Physiology of pregnancy and childbirth 


and nuclear families here and in other cultures 


ponsibilities within ang beyond the family 


n the mother and unborn child 


Bow 
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5: Preparation for the new baby 
6. Infant welfare services 
7. Clinics and immunisation 
Family adjustment to the new baby 
l. Mother's health and reaction, physical and emotional 
2. Adjustment to new routine for both parents 
3. Father's role 
Needs of baby and young child 
l. Physical needs 
a) Food: importance of balanced diet: Preparation of nutritious meals 
b) Health: Fresh air, exercise, sleep, clothing, dental care 
2. Emotional needs 
a) Love, security, warmth, companionship 
b) Training for independence; short separations from mother 
c) Formation of good habits 
Communication and language development 
l. Vital importance of talking to. reading to and listening to children 
2. 1 Satisfactory language development dependent on communication 
Stimulating environment 
l.  Curiosity leading to discovery: need for play in the home and outside 
2. Nursery schools or classes 
3. Play Groups, 1 o'clock Clubs 
4. Preparing for school 
Personality development 
l. Emotions: love, jealousy, hate, fear, 
problems associated with them, e.g. insecurity, aggression 
Social training 
l. Learning to live with others; tru 
The sick child 
l. In the home; common ailments and simple ho 
2. In the hospital; stress 
Safety of the child 
L Home safety 
2. Road safety 
3. Hazards outside the home 
First aid 
l. Simple First Aid including mouth to mouth re 
The handicapped child 
1. Physical and mental 
Children in special circumstances 
1; Adoption, fostering, one paren 
neglect 


grief: learning to cope with emotions; 


thfulness; rewards and deterrents 


me nursing 


suscitation 


t families, children in care, children and 
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Appendix 2. The 1976 survey by 
the probation and 
after-care service 


An inquiry about the number of cases arising out of offences involving non-accidental 
injury to children under the age of 17 years, for which the Service had a responsibility 
on 1 October 1973, showed that at that time probation officers were concerned with 
such cases in about 350 families. In some 250 of these families, one or both parents à 
were in consequence subject to probation orders. That inquiry formed the backgroun 
to the more detailed study undertaken for the Probation & After-Care Department 

by Janet Sturgess and Kevin Heal of the Home Office Research Unit on the subject of 
‘Non-Accidental Injury to Children under the age of 17’, the report of which was A 
produced in May 1975 (RES 663/2/65). Guidance given to the Probation Service in 

an Annex to Home Office Circular No 4/1975 about children at risk advocated that. 
positive steps should be taken to identify and to maintain a special register for families 


in which a child may be at risk of injury or neglect. Internal registration by the 
Probation and After-Care Service i i 


» including neglect and other forms of ill- 


t broader in Scope than registers established under Area 
Review Committee arrangements, 


differentiation. 
All chief probation Officers responded to the inquiry which produced the 
information given in the Annex to this Paper concerning registration of cases at at 


1 April 1976. There was a discrepancy in the returns from areas in that the total 


* Reproduced by kind permission of the Probation and After-Care Service of the Home Office 
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number of internal registrations was not entirely matched by the detailed breakdown 
of categories of case. There were 33 fewer cases in the detailed breakdown than in the 
total registrations, but this was too small a discrepancy at less than 1.5 per cent to 
justify going back to areas for fresh information. In the summary information con- 
tained in the Annex, we have therefore resorted to the device of expressing the total 
m each category as a percentage of the total cases reported in the detailed breakdown 
since this accurately reflects the distribution within the total for which information 
was given. 
Reference has been made to the possibility that a probation area internal reg- 
ister may be broader in scope than the register established by Area Review Committee 
arrangements. To a large extent, however, the difference of 414 between cases reg- 
istered internally and under Area Review Committee auspices represents a difference 
of criteria in assessing risk. Internal registration by the Probation Service more uni- 
versally reflects perceived risk, which may fall short of actual known injury. This is 
consistent with the purposes of early identification and prevention. By contrast, in 

a number of cases it is stated that some Area Review Committee arrangements ex- 
clude registration in the absence of pre-existing known injury. In some such cases 

for which central registration is not agreed by the responsible authority, a note is 
nevertheless made by social services department against the possibility of other 


referrals or enquiries. 

In general, probation a 
great majority of cases notified for registration 
register. There are however some grounds for thinking that in a few cases such refusal 
is believed to be misguided and short sighted, particularly if the effective decision is 
taken not by case conference but by a single agency. These are exceptional, and by 
and large the Probation Service is content that it should maintain its own safeguarding 
procedures pending more certain identification of risk. There may however bea 
case for questioning whether refusal to register centrally in the absence of known 
injury could be counter-productive to early recognition of risk, sharpened alertness 
of workers to precipitating factors, and the ready mobilisation and co-ordination of 
agency and inter-agency preventive measures. A register which is too narrowly con- 
ceived might be in danger of becoming a register of children at risk of further injury 
rather that one of children at risk who may be prevented from actually experiencing 
Serious injury. 

, That 18 per cent of Probation Service internal registrations are not also reg- 
istered under Area Review Committee arrangements seems understandable in view 
of the explanations given by areas. It may be said that probation areas are tending to 
be fairly cautious and rightly are concerned to ensure so far as possible that they 
respond appropriately to the risks which they perceive. 

In another sense, namely that over 81 per cent of cases identified by the 
Probation Service as at risk are similarly acknowledged by others concerned with 
registration under Area Review Committee arrangements, it may be considered that 
the numbers registered by the Service are a fairly realistic measure of the extent of 
its involvement with children at risk of abuse. 

The information gleaned from this inquiry about 
Probation Service responsibilities is of interest. In as many as 


reas are satisfied that due consideration is given in the 
and are not aggrieved at refusal to 


the distribution of related 
58 per cent of cases 


202 CHILD ABUSE 


registered the responsibility arises from an adult offence other than child abuse. This 
confirms what we have believed from such evidence as has been available to e : 
that child risk in a very substantial proportion of cases is not the natural pa o ink 
the probation officer arising from the nature of the offence by virtue of eria pe 
been given a Supervisory responsibility. This finding adds point to the view w T ifia 
been expressed that in such cases, in which non-accidental injury is not central " 
purpose of Probation Service intervention, there may be the greatest profession 
demand in terms of awareness and recognition of risk, á 

Other features of note are the low involvement arising from juvenile ura 
and care proceedings and the negligible involvement arising from domestic wor 
(other than matrimonial and wardship supervision) and voluntary supervision. 


" ; i at 
Table A2.1 Registration by the Probation and After-Care Service of children at risk as a 


1 April 1976 
Numbers Percentages 
= 5%) 
i Total cases (ie, households or family n= 2234 (98.5 
units) registered by the Service 2,267 100.0 
2, Cases registered by the Service which were 
not also registered with the responsible 
authority under the Area Review Committee[ 
arrangements 414 18.3 
3 Probation Service responsibility arose 
out of: 
(a)  Anadult committing offences 
involving: 
(i) Non-accidental injury 3 
to a child 386 17. 
(i) ^ Other forms of abuse 
to a child 205 9.2 
Gii) Other crimes 1,309 58.6 
(b) Juvenile offences or care 
proceedings 80 3.6 
(c) Civil matters 
(i) Matrimonial and 
wardship supervision 179 8.0 
(ii) Other domestic work, 
e.g. conciliation 
casework 25 1.1 
(d) Voluntary Supervision 50 2.2 


Appendix 3. The NSPCC 
questionnaire 


Full Name 
Title 
Group 


l. State number of case conferences attended between Ist March 1976 


and 30th May 1976. 
2. How many case conferences attende 


" first held on the family concerned? 
: How many first case conferences involved non-accidental injury? 


4. How many case conferences attended during the period were 
called because of re-battering following previous conference 
on the same child? 

5. How many case conferences attended durin 
concerned first time non-accidental injury to a sibling 
of a child on whom a previous case conference had been 


held? 

6.  Whoinitiated? 
(a) Social Services 
(b) NSPCC 
(c) Hospital 
(d) Area Health Authority 
(e) Probation Service 
(f) | Other 

7. Who chaired the conference? 
(a) Senior Member Social Services 
(b) Senior Member NSPCC 


(c) Hospital Consultant 
(d) Senior Member Area Health Authority 


(e) Senior Member Probation Service 
(f) Other 


d during this period were the 


g the period 
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Where was conference held? 

(a) Hospital 

(b) Social Services Department 

(c) | General Practitioner’s Surgery 

(d) Probation Department 

(e) NSPCC Group Office 

(f) Other 

Time element: how many of these conferences took 

(à) Up to one hour? 

(b) One hour — two hours? 

(c) Over two hours? 

Involvement of medical personnel: In how many instances did general 
practitioners attend? 

In how many instances was hospital consultant present? 

In how many instances was a member of the police present? 


Whereabouts of child: where was child or children concerned at 
time of case conference? 


(a) Athome 

(b) Hospital 

(c) Residential Nursery 

(d) Foster Home 

(e) In the care of relatives 

(f) — Other (state where) 

Legal Proceedings: initial case conferences 

In those cases where this was an initial case conference 
how many recommended court proceedings? 

(a) Juvenile court 
(b) Adult court 
(c) None 


d proceedings? 
(a)  NSPCC 
(b) Social Services 
(c) Police 
(d) Probation Service 
(e) Other 


If other state ‘who’ 


Adult court Proceedings: if adul 


t court Proceedings were 
recommended, who initiate 


d Proceedings? 


(a) NSPCC 

(b) Social Services 
(c) Police 

(d) Other 


If other state ‘who’ 


APPENDIX III 
Indicate ages of children concerned: 
Number Age 
Under 5 yr 
6-1lyr 
12-16 yr 
Write brief comments giving your opinion about the 


effectiveness of case conference procedures in your area. 
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Appendix 4. The NSPCC special 
units 


National Advisory Centre on the Battered Child, Denver House, The Drive, 
Bounds Green Road, London N.1 1; Executive Head: Mr. Raymond L. 
Castle; Tele: 01-361-1181 

The NSPCC Special Units are as follows: 

MANCHESTER: 5 Wynnstay Grove, Fallowfield, M14 6XG (Tele: 061-248-6060 
Team Leader: A.E. Maton 

LEEDS: Ist Floor, 10 Woodhouse Square, LS3 1AD (Tele: 444198) 

Team Leader: D. Turner 
NEWCASTLE: 2nd Floor, MEA 
Team Leader: D. Hall 
COVENTRY: 34 Smithford Way, CV1 1FX (Tele: 22456) 


Team Leader: P.P. Tudor 
NORTHAMPTONSHIRE: Orcha 


(Tele: 0933-223920) 
Team Leader: P.W, Griffiths 
GOLDTHORPE: Dearne Town Hall, Nr. Barnsley, S. Yorks, S63 9EJ 
(Tele: Rotherham 894299 & 893847) 
Team Leader: S.J. Mitson 


NOTTINGHAM: Gordon Road, NG3 2LE (Tele: 57189 & 57176) 
Team Leader: Mrs. K.P. Hill 


House, Ellison Place, NEI 8XS (Tele: 611719) 


td House, Wellingborough, Northants 
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Note: As this book concerns child abuse and neglect, these headings together with 
battered children and non-accidental injury are omitted. 


Abusive families 
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discussion, 67 - 70 
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Accident & emergency department, 184 
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Administration of Justice Act, 1970, 
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Children Act, 1948, 158, 163, 166, 
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Children Act, 1975, 2, 123, 124, 
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171,172 
Courts Act, 1971, 165 
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194 
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Act, 1968, 108 
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Alexander, H. 18, 62, 64, 66 
Anaesthesia, 92 
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Anderson, M. 85 - 89,98, 191 
Antenatal 
care, 85 - 86, 
clinic, 109, 
routine visits, 86 - 87, 
Area Nursing Officer, 196 
Area Review Committee, 117, 152 
consensus in, 75 
functions of, 142 - 143 
general practitioner and, 106, 108 
inherent difficulties, 143, 192 
police participation, 126 - 127 
present view, 141 - 144 
probation service views, 130 
resolution M, 196 
Assessment 
in Birmingham studies, 39 - 51 [ 
of family progress, 65, 193 | 
in NSPCC study, 63 
paediatric, 112,157 
Auckland family 
report, 106, 107, 117 


Baher, E. 32, 36, 64, 66 
BASW, 117 
code of practice, 118 
on supervision orders, 195 
working party on violence, 117 
Bath, 71 - 72, 154, 192, 193 
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